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To the medical profession, the 
name “Ohio” on a cylinder of 
cyclopropane is doubly significant. 
“Ohio” not only represents highest 
purity, quality, and uniformity, but 
is also a reminder that cyclopro- 
pane has gained favorable recog- 
nition as a dependable anesthetic 
through the pioneering and assist- 
ance supplied by “Ohio” labora- 
tories and “Ohio” technicians in 
the development of cyclopropane 
for anesthesia. 


One of the world’s leading manu- 
facturers of medical gases and 
administering equipment, “Ohio 
| Chemical” is constantly on the alert 
... always ready to pioneer and 
to assist in new developments 
§ which will provide the medical pro- 
| fession with safe, dependable an- 
esthetics. 


The Ohio Chemical & Mfg. Co., General Offices: 60 
East 42nd St., New York 17, N. Y.—Heidbrink 
Division, Minneapolis— Medical Gas Division, Cleve- 
land—Hospital Supply and Watters Laboratory 
Division, New York—Scanlan-Morris Division, Madi- 
son, Wis.—Represented in Canada by Oxygen 


; é : ; ae ‘ib Company of Canada Limited, and internationally 
Ohio Medical Gases include Nitrous Oxid—Ethylene—Cyclopropane—Oxygen—Car- by Airco Export Corporation. 


bon Dioxid—Oxygen-Carbon Dioxid Mixtures —Helium—Helium-Oxygen Mixtures. 


, 4 o , 
Manufacturers of Medical Apparatus, Gases, and Supplies 
for the Profession, Hospitals and Research Laboratories 
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Launpry processing and equip- 
ment have advanced during the past 
few years. New developments make 
it possible to modernize hospital 
laundries and pay for the cost quick- 
ly, through increased production... 
savings in labor...reduced linen 
replacements...and lower power, 
supply, steam and water costs. 

Modernizing the laundry greatly 
benefits all other hospital depart- 


CASCADE Automatic Unloading Washer with Companion Control 
















ments. It assures a constant supply 
of fresh, sterile-clean linens on 
which every department depends for 
proper functioning. It helps the en- 
tire hospital render better service to 
patients and staff. 

Through our Laundry Advisor you 
can quickly find out how improved 
laundry equipment and methods will 
benefit your hospital. Write us today 


performs every operation of washing cycle and unloads work auto- 


AMERICAN LAUNDRY 


matically. Helps speed linens to all departments on shorter schedule. 


MACHINERY COMPANY 


CINCINNATI 12, OHIO 
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M. Burneice Larson, Director 


People spoke vaguely . . . during 
the war . . . of the tremendous re- 
building task to be faced at the 
war’s end. And few shied away 
from the thought of work. They 
were ready for work. But many 
failed to take into account the ten- 
sion under which that work would 
have to be accomplished. 


No one can escape entirely the ten- 
sions of world politics, labor unrest, 
shortages in the very essentials of 
living. But it is possible to be a bal- 
anced person in the midst of ten- 
sions if you are identified with im- 
portant work that you love doing. 
Those of you who are qualified for 
appointments in hospitals are espe- 
cially fortunate—for you can’t help 
knowing the importance of the 
daily service you give your fellow 
man. 


Every day we are asked to make 
recommendations in connection 
with highly responsible appoint- 
ments to be made in the ad- 
ministrative, medical, nursing and 
scientific staffs of hospitals with 
nation-wide reputations. All avail- 
able applicants’ qualifications are 
analyzed carefully before selections 
are made for these recommenda- 
tions. If your qualifications have 
not been filed with us, or if they 
are not up-to-date, we hope you'll 
get in touch with us soon. 


Our service extends to experienced 

hospital personnel in the armed 

forces who know the approximate 

date of their availability. All cor- 

sapnenes is kept on confidential 
e. 


M. BURNEICE LARSON 


Director 
The Medical Bureau 


PALMOLIVE BUILDING 
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ANY WHOM I have met recently 
M are discussing the resignation 
as chairman of the Hospital Service 
Plan Commission of our long-time 
member and coworker, John R. 
Mannix. John has been an active 
member of the Association since 
1924. In Ohio he did much to assist 
in making 
that state as) [7" “i 
sociation one 
of the most 
active in the 
country. He 
was an active 
participant in 
many of the 
forward steps 
taken by the 
Cleveland 
Hospital 
Council. He helped develop Blue 
Cross in Cleveland. As director of 
the Michigan Hospital Service and 
the Chicago Plan for Hospital Care, 
John’s leadership has been respon- 
sible for those plans showing re- 
markable growth in enrollment 
and expansion of this fine service 
to the public. 

Because John has had so much to 
do with development of the Amer- 
ican Hospital Association and the 
many projects in our field, it is with 
sincere regret that we learn of his 
decision to go into commercial in- 
surance. I want to take this occasion 
to express to John for the hospital 
field our appreciation of the con- 
tributions he has made, particularly 
because of his interest in develop- 
ment of the Association and the 
Blue Cross. I am sure he has consid- 
ered carefully the step he is taking. 





We who remain in the field will 
regret the loss of his assistance as we 
move toward even greater accom- 
plishments: I have great faith in 





group effort, which has done so 
much for the development of hos- 
pital service in this country and for 
the advancement of the Blue Cross 
movement. I am sure that the basic 
principles on which our progress 
rests are sound and will go forward 
at an ever-increasing rate. 
xk &k * 

The administrators of member 
hospitals recently received an ap- 
peal from John N. Hatfield, chair- 
man of the Council on Government 
Relations, for assistance in obtain- 
ing passage of Senate Bill 191. This 
bill has been widely discussed at 
almost every hospital association 
meeting during the past year and a 
half. It has been carefully analyzed 
by the professional journals. It has 
had the careful consideration and 
study of innumerable committees 
and represents a consensus of the 
best opinion in hospital and gov- 
ernment circles. 

The proposals which it sponsors 
are conservative in that everything 
good in voluntary institutions will 
be strengthened and preserved. It is 
progressive in that it forges ahead 
and would make possible greater 
utilization of hospital facilities in 
meeting the needs of our nation. 

The bill, as you know, was passed 
by the Senate unanimously on De- 
cember 11, 1945. It was then refer- 
red to the House of Representatives. 
Hearings have been held before the 
Subcommittee on Health of the 
Committee on Inter-State and For- 
eign Commerce, and on May 16, 
this subcommittee reported the bill 
with minor amendments to the full 
committee. 

It is vital to the progress of all 
hospitals that the Committee on 
Inter-State and Foreign Commerce 
report this bill favorably in order 
that it may be considered by the 
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“Three weeks from today”, says 
the germ in the egg. “Three weeks from 
today”, says the hen, as she settles herself 
comfortably. “Three weeks from today”, says 
the attendant as he inserts a tray of fertile eggs in 
the incubator. And whether it be in Chattahoochie or 
Kalamazoo, a dependable chain of events is set in operation 


which will culminate in the keeping of another of Nature’s promises. 


And that is one more demonstration of response ability. 
“One hundred and twenty days”, says the Will Ross, Inc. representative. Or it may be “ten days” 
or “ten months”. But whatever it is, whether it be in Chattahoochie or Kalamazoo, though 
he knows and you know that his promise of delivery is necessarily conditioned by a 


very capricious market, you may depend on it that it is based on the latest available facts. 


Some merchandise, of course, is completely unavailable. Some requires weeks or months 
of waiting. Some we have in stock for immediate shipment. These are the facts on which 
our delivery promises are based. They are not static facts. They change from day to day, even 
from hour to hour. Nevertheless we consider them so important that our whole 


organization is keyed to their recognition and interpretation. 


As a result, when one of our representatives accepts an order and gives a promise of 
delivery, he sets in operation a chain of events which, in a surprising proportion of instances, 
culminates in satisfactory delivery. For his promise is based on facts we furnish. It is his obligation 


to stay within those facts. And it is our obligation to keep his word...He is your guide to response ability. 
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an illustrated circular in 
which is pictured the entire 
line of Hollister Birth 
Certificates. Other items 
of our service ate pictured 
and fully described. 
Items comprising the 
Hollister Birth Certificate 
Service are listed below: 


Hollister Quality 
Bitth Certificates 


Frames for 
Birth Certificates 


Perfected 
Footprint Outfits 


Long Reach 
Seal Presses 
Graduation Diplomas 
for Schools of 
Nursing 
Stationery for 
Hospitals & Schools 
of Nursing 


We are mailing the file folder to 
all hospitals. If not received by your 
hospital, please write for it. 


Franklin C. Hollstér, 


538 West Roscoe St. 
CHICAGO 13 
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House. As Mr. Hatfield indicated in 
his letter, Congress is anxious to re- 
cess as early in the summer as pos- 
sible. At the same time, our repre- 
sentatives will find time to pass such 
legislation as their constituents be- 
lieve must be passed. 
xk kk * 

Going to a meeting of the Asso- 
ciation of Western Hospitals is a 
unique experience. It is like hav- 
ing a preview of the convention of 
the American Hospital Association 
itself. Maybe it is the height of the 
mountains or the breadth of the 
Pacific, or just the sheer size of the 
western states. Whatever it is, there 
is nothing small about the manner 
in which those states approach their 
problems. It is one of the most stim- 
ulating and’ satisfying experiences 
of all those who work for the whole 
of the American Hospital Associa- 
tion to observe the vitality and 
vigor which members of the Asso- 
ciation of Western Hospitals bring 
to their meetings. 

There were many speakers on the 
program in California who warrant 
special mention. I especially want 
to comment on the talk, ‘Service, a 
Reality Not a Catchword” by Wil- 
liam S. McNary, director of the Col- 
orado Hospital Service, Denver. 
For years before he went into Blue 
Cross, Bill was a hospital adminis- 
trator and he understands the close 
interrelationship between Blue Cross 
and hospitals. He stated the prob- 
lems which we have immediately 
before us very well. 


I was very much pleased to see 
the Minnesota Hospital Association 
recognize by the award of a scroll 
the great contribution to better 
understanding of hospitals made by 
Dr. William O’Brien, director of 
postgraduate education and profes- 
sor of public health at the Univer- 
sity of Minnesota and chairman, 
public education council, and chair- 
man, committee on National Hos- 
pital Day of the Minnesota Hos- 
pital Association. 

The meeting of the Minnesota 
Hospital Association was an enjoy- 
able one and afforded a pleasant 
opportunity to see friends in one’s 
home area. On the first night of the 
convention, in my capacity as presi- 
dent of the American Hospital Asso- 
ciation, I presented to Dina Brem- 
ness, president of the Minnesota 
Hospital Association, the Public 


Education Award for the best state- 
wide program for the year 1945. 
This is the third consecutive year 
that our state association or an in- 
dividual hospital in Minnesota has 
been distinguished by an award in 
some category of the contest. All 
hospitals in Minnesota have con- 
tributed to winning this award, but 
deserving particular credit is the 
Minnesota Hospital Service Associa- 
tion and its public relations direc- 
tor, Margaret Regan. 

x K & 

The Coordinating Committee 
met in Chicago June 7 and 8. A 
number of important issues were 
discussed and many of the Associa- 
tion’s projects were reported, show- 
ing good progress toward further 
accomplishment. 

I was particularly impressed by 
the amount and intensity of discus- 
sion Over recommendations of the 
Hospital Service Plan Commission 
to the Board of ‘Trustees on the ap- 
proval program that is addressed to 
strengthening complete service ben- 
efits for all Blue Cross plans. Also 
the Council on Administrative 
Practice brought in an extensive re- 
port titled “Recommended Prin- 
ciples Governing the Relationship 
Between nts oe and Blue Cross 
Plans.” 

The recommendations of these 
two bodies were the result of days 
of discussion aimed at facilitating 
further growth for Blue Cross and 
obtaining proper reimbursement 
for hospitals, especially as these two 
factors are being affected by postwar 
changes. There is currently much 
discussion as to this problem _be- 
tween hospital administrators and 
Blue Cross executives. This is a 
most involved issue and one that re- 
quires objective thinking, with 
proper consideration of long term 
values. 

I would urge hospital people to 
remember the importance of the 
Blue Cross movement and the need 
for being fully informed about this 
whole problem. It is a mistake to 
consider only the strictly local fac- 
tors, as important decisions are 
made by hospitals dealing with a 
plan in one area of the country. 
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. “and here’s our proudest possession: 
our Picker Serialographic Table” 


The Picker S-4 Serialographic Table, the only completely 
automatic four-position apparatus available, offers the most 
advanced and inclusive facilities for spot film radiography. 


PICKER X-RAY CORP., 300 Fourth Ave., N.Y. 
Waite M’f’g. Division, Cleveland, O. 


sets the pace in X-ray 
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...on the Allocation of 
Beds to a Staff Now 
Swollen by Veterans 








The Question—With continued jamming of hospital facilities, 
the problem of allocating beds to the staff apparently will be with 
us for a long time. What has your wartime experience taught you, 
and how are you allocating beds now that the return of physicians 
from service complicates this problem even more? 


NARROW DIAGNOSIS ON URGENCY 


WHILE ATTENDING the Associa- 
tion of Western Hospitals conven- 
tion in Los Angeles in May, I posed 
this question to a number of West 
Coast hospital administrators. Most 
of them say they are trying to give 
preference to patients with acute 
conditions. One hospital blocks out 
the names of both patient and doc- 
tor, allocating beds purely on a 
basis of diagnosis. 


One administrator reports that 
the acute diagnosis did not work 
well in his hospital, because some 
doctors were inclined to make diag- 
noses acute enough to warrant ad- 
mission. 

The sister in charge of admis- 
sions at one hospital says the doc- 
tors—whose work is mostly elective 
surgery—have been most coopera- 
tive, and the hospital is reciprocat- 
ing by telephoning the doctors and 
booking their elective surgery in 
slack periods. One eye surgeon, for 
example, is doing most of his work 
on weekends “when there seems to 
be less acute surgery than during 
the week.” 


Ours is a community hospital 
with only part of our eventual fa- 
cilities ready for use now. Our 
patient classification during the 
last year has been limited largely 
to medical and obstetrical cases. 
Since the institution was opened 
during the war, at a time when 
many Tucson doctors were in mili- 
tary service, the admission policy 
with reference to returning doctors 
has been rather liberal. Conse- 
quently we did experience some 
difficulty in supplying beds needed 


20 


for the patients of these returning 
veterans. Our admitting office has 
insisted that physicians furnish the 
most accurate admitting diagnosis 
possible. This has not only helped 
to allocate beds, but it has also 
been a boon to several of our de- 
partments, particularly the record 
department. 


For years now we have been us- 
ing every means to educate the 
public to use our hospitals when- 
ever they are ill, without distinc- 
tion as to whether they were acutely 
ill or just plain ill. Now we won't 
take them unless they are acutely 
ill. While it is undoubtedly neces- 
sary to add more beds in most hos- 
pitals, we should keep in mind the 
fact that there was likewise a great 
shortage of beds following the first 
World War—and a few years later 
hospitals were running at 50 per 
cent of capacity. It would seem 
wise therefore for communities to 
analyze this problem with care and 
foresight, rather than proceed with 
what might appear to be a most 
logical course to meet the current 
emergency.—Charles S. Aston, Jr., 
administrator, Tucson (Ariz.) Medi- 
cal Center. 


STABLE RATIO OF BEDS 
TO RETURNING STAFF 


ONLY 15 per cent of our admis- 
sions in the Dallas City-County 
hospital are pay patients. The re- 
maining 85 per cent of service cases 
are admitted to bed areas allocated 
by services. This allocation in our 
case remains relatively stable with 


physicians returning to their staff 
assignments in the hospital. It 1s 
possible to shorten their respective 
periods of rotation on a service 
from 12 to four months or four to 
three months as the number re- 
turning permits. 


The 15, per cent pay patients are 
private patients. Although we do 
not have a closed staff our policy 
has been to give priority to the staff 
men who have served the hospital's 
service cases with loyalty and regu- 
larity. The one change we have 
found of some help, when there 
are two physicians and one bed 
available, is to assign the bed to 
the physician either on service at 
present or the one who most re- 
cently completed a service assign- 
ment. 

We have allocated the private 
and semi-private rooms and_ beds 
on the same ratio as the ward serv- 
ice patients’ beds. Unless it is a dire 
emergency, admissions to these al- 
located private areas are restricted 
to the service for which they are 
assigned. We are a teaching hos- 
pital and private patients are asked 
to cooperate in the teaching pro- 
gram as are service patients. 


The veteran medical officers are 
taking office space with older estab- 
lished physicians and surgeons of 
the community. Their private pa- 
tients receive the same priority as 
would the older established phy- 
scians with whom they are now as- 
sociated.—Russell C. Nye, Dallas 
(Texas) City-County Hospital Sys- 
tem, and president-elect, Texas Hos- 
pital Association. 





Good Public Relations 
Should Begin at Home 


Durinc the past few years many 
articles have been written relative to 
the importance of a sound public 
relations program. 


The value of such a program is 
indeed evident to us at the Clear- 
field Hospital as we review the many 
generosities of varied organizations 
and individuals from which we have 
been the grateful benefactor. 


We are a small hospital in a small 
community. We do not have a pub- 
lic relations department nor a qual- 
ified director. As has been said many 
times, a good public relations pro- 
gram begins at home. We pride our- 
selves on our service to our patients. 


We feel that our nurses and other 
employees take an active personal 
interest in each patient with the re- 
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Never before has one table offered the combined — 
THE AMERICAN advantages afforded by this highly regarded 


ALBEE-COMPER equipment for open or closed fracture and ortho- 
pedic operations. 
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sult that each patient going out is 
an ambassador for the hospital. In 
the writer’s own small way, he has 
taken every opportunity to speak 
before the various service clubs and 
other organizations as the opportu- 
nity presents itself. 

During the past year the Clear- 
field Hospital has been the for- 
tunate recipient of the following 
fine gifts from varied individuals 
and organizations of the commu- 
nity: 

To start the year the hospital re- 
ceived $20,000 as its share of a 


legacy from the estate of the late 
Frank Cardon. This money has been 
set aside as a part of a building fund 
and will be used at some later date. 

The Women’s Democratic Club 
purchased a wheel chair for the hos- 
pital. The Nurses’ Alumnae fur- 
nished a room; a local dairy re- 
placed a worn out refrigeration sys- 
tem in the dietary department. The 
Women of the Moose and the Senior 
Woman’s Club each refurnished a 
room. The D.A.R. and the Eastern 
Star organizations likewise refur- 
nished rooms. The P.O. of A. donat- 
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ed towards the hospital’s linen 
needs. The Elks purchased a suc- 
tion pump for the operating room. 
The school children of Clearfield 
and neighboring boroughs donated 
approximately 70 bushels of pota- 
toes at Thanksgiving. 

At Christmas the hospital receiv- 
ed an anonymous donation of $1000 
from a friend for unrestricted use. 

As a result of our annual. report 
in which many of the needs of the 
hospital were outlined, interested 
friends of the hospital donated a 
binocular microscope and a freez- 
ing microtome for the laboratory, a 
tablet-making machine for the 
pharmacy. Thirteen hundred dol- 
lars was received for improving the 
nurses’ home. Beds in two wards 
have been replaced by another in- 
terested individual and he _ has 
promised to complete the replace- 
ment in another ward within the 
near future. 

In addition to these donations 
the Volunteer Firemen and _ the 
Moose Club of Curwensville has 
donated a portable x-ray machine. 
The Women’s Auxiliary of the hos- 
pital replaced all the cribs in the 
children’s ward, purchased a uten- 
sil sterilizer, replaced wheel chairs, 
stretcher carts and presented the 
hospital with new thermotic drain- 
age pumps. 

At Thanksgiving the loval min- 
isterium presented the hospital 
with half the offerings received at 
union services. 

Many of the doctors and friends 
of the hospital have endowment 
policies with the hospital carried as 
the beneficiary. The hospital yearly 
receives any dividends from such 
earnings. 

All together the hospital has been 
the grateful recipient of approx- 
imately $30,000 in cash or equip- 
ment. 

At present one of the benevolent 
associations of the community is 
considering the installation of new 
cafeteria and dietary equipment. 
This is a sizable project and will 
entail the expenditure of a large 
sum. 

Any hospital with such friends 
must be eternally grateful. The 
Clearfield Hospital is deeply appre- 
ciative of the thoughtfulness and 
generosity of such friends. In re- 
turn, the very least we—the em- 
ployees—can do, is to try in every 
way to justify such generosities by 
working harder and more diligently 
to improve what we think is an un- 
excelled service to our patients.— 
J. A. Moberly, Administrator, Clear- 
field (Penna.) Hospital. 
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Demerol hydrochloride, administered trom thirty to ninety minutes pre- 
operatively, rélieves much of the surgical patient’s apprehension and reduces the 
amount of anes hetic agent required to obtain a given depth of narcosis. The average 
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adults varies from 50 to 100 mg., administered by intramuscular injection or by mouth. 
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How can a 


MEDICAL HOSPITAL 
CONSULTANT 


In his supervision of your remodei- 
ing, or new construction program, 
he plans with the idea of saving 
time, energy and footsteps of phy- 
sicians and nurses and to promote 
the proper comfort and care of pa- 
tients . . . in short to assure a 
functionally correct hospital adapt- 
ed to the needs of the community 
it serves. 


By bringing to your proposed pro- 
gram a background of professional 
education and practice in both the 
fields of medical and surgical prac- 
tice and that of hospital adminis- 
tration, he assures you the LAST 
WORD in accepted designs and 
techniques. 


By his familiarity with many hos- 
pital building programs, rather 
than merely with one or a few, he 
is able to avoid costly mistakes in 
overall balanced departmental 
planning, and in the selection of 
proper equipment. 

There are many other ways a hos- 


pital consultant can help you—- 
write us for further information. 





Charles Edward Remy, M.D., Director 
Fellow American Psychiatric Association 
Charter Fellow American College of 
Hospital Administrators 


Floyd A. Blashfield, Associate Director 
Member American Association 
of Engineers 
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ON TAKING A MEETING TO THE MEMBERS 


T MAY BE that officers and trustees 
I of the Nebraska Hospital Assem- 
bly have hit upon a device that can 
give new life to state association 
programs. The experiment has 
been made and those who took 
part consider it a success. 

This device is simply an adapta- 
tion of the caravan technique used 
by Dr. Malcolm 'T. MacEachern for 
a number of years on behalf of the 
American College of Surgeons. A 
one-day program was arranged and, 
from May 20 through May 24, was 
taken into each of five Nebraska 
Hospital Assembly districts. The 
troupe consisted of eight persons 
traveling in two automobiles. Seven 
of the eight discussed specific sub- 
jects. Harold J. Hamilton, business 
manager of the Brewster Hospital 
and Clinic at Holdrege and state 
assembly president, supervised the 
tour and presided at all meetings. 


Gathering in Omaha, the cara- 
van traveled to Norfolk, to Lin- 
coln, to Holdrege, to Lexington, to 
Alliance. With a single exception 
hotel meeting rooms were available 
for sessions. 

The program was opened prompt- 
ly at 9:30 a.m. and closed as soon 
after 3 p.m. as discussion was con- 
cluded. This made it possible for 
those coming from fairly distant 
communities to reach the meeting 
and return in a single day. 

Officers of the state assembly had 
specific purposes in mind, in addi- 
tion to interrupting the year-long 
gap between regular meetings. 
They hoped to promote the use of 
uniform accounting methods. They 
hoped to acquaint inactive mem- 
bers with the advantages of active 
participation — and non-members 
with the advantages of membership 
in both the state assembly and 





PHARMACY: Ann Arbor, Mich. 


membership. 


COST ANALYSIS: Bloomington, Ind. 


ciation membership. 


tion membership. 


MEDICAL RECORDS: Cincinnati 


PERSONNEL MANAGEMENT: Palo Alto, Calif. 


**Eligible: Administrators, assistant administrators and personnel officers who are personal mem- 
bers of the American Hospital Association or employed by hospitals having institutional Associa- 


A CALENDAR OF ASSOCIATION INSTITUTES 
A calendar of forthcoming Association institutes including dates, places and 
eligibilty rules follows. Each institute is limited in attendance and persons com- 
pleting each institute will be awarded a certificate. 


July 15-19 


*Eligible: Hospital pharmacists who are A.P.A., A.S.H.P. members, personal members of the 
American Hospital Association or employed by hospitals having institutional Association 


July 22-26 


_ **Eligible: Persons having two years of accounting work at university level or the equivalent 
in experience, and who are personal members of the American Hospital Association or em- 
ployed by hospitals having institutional Association membership. 


PERSONNEL MANAGEMENT: Chicago 


**Eligible: Administrators, assistant administrators and personnel officers who are personal 
members of the American Hospita! Association or employed by hospitals having institutional Asso- 


July 28-August 2 


August 26-30 


August 26-30 


*Eligible: Medical record librarians, other persons working in medical record departments and 
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oe Association or be employed by hospitals having institutional membership in the Asso- 
ciation. 
ae as MEDICAL RECORDS: Dallas, Texas December 2-6 


*Eligible: Medical record librarians, other persons working in medical record departments and 
administrators. Registrants must be A.A.M.R.L. members, or personal members of the American 
Hospital Association or be emploved by hospitals having institutional membership in the Asso- 
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the American Hospital Association. 

The message on uniform ac- 
counting was made especially per- 
tinent by an unpleasant experi- 
ence last year that was shared by 
many Nebraska hospitals. Repre- 
sentatives of the state assembly had 
gone to Lincoln to press for higher 
industrial compensation rates on 
the grounds of increased hospital 
operating costs. The expedition 
failed when, because accounting 
methods lacked authority, it was 
impossible to show how much costs 
had really increased. 

The point was made that ade- 
quate accounting procedures are 
not beyond the reach of the small- 
est hospital. In nearly every town, 
it was said, there is an accountant 
whose part-time services are avail- 
able to income tax payers. After 
familiarizing himself with the 
American Hospital Association’s 
Manual on Accounting, such a per- 
son can keep an adequate set of 
books for a small hospital with a 
few hours of work each month. 

Registration at some of the meet- 





ings was small, but attendance to- 
talled 82. Forty-five hospitals were 
represented, only two of them from 
Omaha. About two-thirds of those 
present had never attended a state 
convention. Many expressed inter- 
est in American Hospital Associa- 
tion membership. 

The two Association representa- 
tives who were invited to par- 
ticipate in this experiment have 
reached these conclusions: 

1. The Nebraska Hospital As- 
sembly’s problems of maintaining 
contact with members are not essen- 
tially different from those con- 
fronting all state associations. 

2. Although registration at some 
meetings may be small, the total 
may easily reach or exceed registra- 
tion at a statewide meeting. 

3. Small meetings have one dis- 
tinct advantage in that discussion 
is more informal, hence freer. Asso- 
ciation representatives can learn 
more about local problems and 
therefore can fit association activi- 
ties more accurately to the day-to- 
day needs 6f members. 





NEBRASKA 
CARAVAN PROGRAM 


9:30—HOSPITAL ACCOUNTING 
PROCEDURES, D. W. Duncan, 
- Creighton Memorial Hospital, 
Omaha. 

10:15S—RECRUITMENT OF NURSING 
PERSONNEL, Miss Blanche 
Graves, director Bureau of Reg- 
istration and Education for 
Nurses, Lincoln . . . Miss Etta 
Lubberts, president Nebraska 
Nurses Association. 

10:45—THE NEBRASKA BLUE CROSS 
PLAN, Meredith W. Ashton, As- 
sociated Service of Nebraska. 

11:15—DISCUSSION OF PAPERS. 

12:15—ASSOCIATION DEVELOPMENT 
(luncheon meeting), William 6. 
Simmons, American Hospital As- 
sociation, Chicago. 

2:00—THE E.M.I.C. PROGRAM, ITS 
PAST AND FUTURE, D. M. AIl- 
derson, M.D., Nebraska State 
Department of Health, Lincoln. 

2:30—PUBLIC RELATIONS IN YOUR 
COMMUNITY, John M. Storm, 
managing editor, HOSPITALS, 
American Hospital Association. 


3:00—DISCUSSION OF PAPERS. 
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GERMA-MEDICA does every- 
thing a surgical soap should 
do ... and does it better! 
The reasons are plain: First, Germa- 
Medica, with its high concentration. of 
soap solids flushes out dirt-and_secreted 
substances and leaves the hands clean 
and ready. 

Also, Germa-Medica is friendly to 
the most tender skin. The reason is 
found in the generous amount of emol- 
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TREATING ALCOHOLICS 


IONEERING IN A NOTABLE experi- 
Pvsins which may have an im- 
portant effect on the policies of 
other American medical institu- 
tions, New York’s famous old 
Knickerbocker Hospital is head- 
ing into its second year in the treat- 
ment of alcholics. 

We went into the project with 
reluctance and trepidation, know- 
ing that we were going counter to 
one of the deep-seated traditions of 
most conventional American hos- 


pitals and against the convictions - 


of some medical men. We are 
emerging from the first phase of 
the experiment with a feeling of 
pleasure at our early success and 
with this firm conviction: 

The alcoholic is a sick person 
who needs help, in the majority of 


cases is deserving of all the help we: 


can give, and—most important—he 
CAN BE salvaged. 

Let me emphasize that Knicker- 
bocker Hospital does not profess to 
provide a cure for alcoholics. That 
very word, cure, has no place in 
this story. Our task is to condition 
the victim physically so that he 
himself, with the assistance of 


others, may shoulder the job of un- 
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derstanding and solving his prob- 
lem in its psychological aspects. 
The latter part of the restoration 
of an alcoholic is far and away the 
most important, but we know by 
now that good hospitalization is a 
vital first step in the program, and 
those who are enabled to receive it 
have a heavy advantage over those 
who are not. 

Until April, 1945, I do not think 
a single general hospital in New 
York City would accept an alcoholic 
for treatment as such, although it 
was possible for those of means to 
obtain accommodations on condi- 
tion they provide themselves 24- 
hour nursing service. Of course, 
there are the countless private in- 
stitutions catering to financially 
able alcoholics whose repeat visits 
are allowed over the years. 

But we are not concerned with 
them. The only thing approaching 
hospital aid for the alcoholic who 
has touched bottom was offered by 
the municipal hospitals, but here 
the stay generally has been limited 
to 24 or 48 hours, sufficient to aid 





acute cases, after the victims have 
been picked up in the streets or 
elsewhere by the police 

Thus, we of Knickerbocker Hos- 
pital were at least willing to listen 
when a group of earnest members 
of Alcoholics Anonymous, that well- 
known organization of former’ ine- 
briates, came to us with their ap- 
peal. They needed a good hospital, 
they said, where chronic alcoholics 
could be restored to physical health, 
after which the AA would take over 
the psychological or spiritual job 
of restoring them to normal life 
and total abstinence from alcoholic 
drink. 

I assure you now those AA mem- 
bers had to do a-convincing job. 
There were many obstacles for them 
to remove. An important one was 
the objection to admitting alco- 
holics on the grounds they would 
be unruly patients and would dis- 
turb other sections of the hospital. 
And there was the important finan- 
cial angle. Alcoholics generally find 
themselves in economic distress 
sooner or later. Knickerbocker de- 
pends chiefly on private endow- 
ments, income from patients and 
donations from the public. Its facil- 
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ities for charity work already were 
strained. Alcoholics Anonymous met 
each of these objections. 

First, the organization provided 
a workable plan through which it 
screens prospective patients. This is 
to make sure there is a genuine de- 
sire in all to overcome their afflic- 
tion permanently; also to eliminate 
when possible those whose addiction 
is complicated by other factors re- 
quiring psychiatric treatment. AA, 
in short, assumes responsibility for 
the patient. 

Second, the AA convinced our 
medical men, at least to the point 
of winning their cooperation in the 
experiment, that the alcoholic can 
conquer his affliction and that his 
battle is made immeasurably less 
difficult by good hospitalization at 
the very start. 

Third, it met the financial ques- 
tion by guaranteeing the hospital 
the continuous use of a minimum 
number of beds at a fee enabling 
the hospital to avert a loss, and by 
relieving the hospital of responsi- 
bility for collecting from the pa- 
tients. 

While our staff doctors for the 
most part preserved scientific skep- 
ticism, my own attitude as a lay- 
man was one of enthusiasm, and 
this feeling was heightened by an 
incident about the time our experi- 
ment started. At an important ban- 
quet, a friend turned to me and 
remarked: 

“Well, I see you're thinking 
about taking in drunks at Knicker- 
bocker....” 

I hastened to explain that this 
was a program for chronic alco- 
holics, and went on to define an 
alcoholic as compared with an or- 
dinary drinker. 

“IT understand,” my friend as- 
sured me. “I’m a member of Alco- 
holics Anonymous myself.” 

Here was the president of a large 
corporation, a leader of men, tell- 
ing me an almost incredible story 
of his struggle from the depths of 
alcoholic ruin and despair to a po- 
sition of eminence in the city. And 
he emphasized the importance of 
hospitalization in the early stages 
of rehabilitation. 

Before the evening was over I had 
heard a similar narrative from still 
another acquaintance, also an in- 
dustrial leader and also a member 
of Alcoholics Anonymous. My es- 
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teem for that organization, always 
high, reached a new peak. 

Unfortunately, officials of other 
hospitals throughout the nation, in 
cities large and small, may not have 
had the inspiration which was mine 
through such close personal contact 
with alcoholics and their plight. 
But they may be interested in a 
brief resume of the routine and the 
results of our experiment. 

To begin with, admission for the 
alcoholic to the hospital is sought 
through AA, a member of which 
agrees in all cases to act as sponsor. 
He signs the patient in and out. 
Though the rules are not hard and 
fast, he usually sees to the financial 
requirements. 

The patient almost immediately 
finds himself in the hands of a 
skilled physician widely known for 
his work with alcoholics. This doc- 
tor is concerned with both the alco- 
holic and psychological problems 
involved. A second doctor devotes 
himself solely to medical treatment. 


Medication is started at once. 
The treatment is not complicated. 
Proper diet is established, along 
with ample sleep. The patient is 
given to understand, by the doctors 
and his AA visitors, the nature of 
his illness. He or she is treated 











A PROPOSED PROGRAM 

AN EARLIER ARTICLE dealing with 
the problem of alcoholism appear- 
ed in the July 1944 issue of Hos- 
PITALS. At that time the Committee 
on Hospital Treatment of Alcohol- 
ism—a subcommittee of the Council 
on Professional Practice of the 
American Hospital Association— 
outlined a broad program for the 
medical and social treatment of al- 
coholics. 

This program included among 
its recommendations: (1) dissemi- 
nation by all available means of 
facts concerning the prevailing 
medical neglect of the alcoholic, 
(2) promotion of clinics for alco- 
holism in outpatient departments 
of representative hospitals, (3) es- 
tablishment of continued coopera- 
tion with scientific and medical 
research bodies and (4) issuance of 
reports of progress through ap- 
propriate channels of professional 
and lay opinion. 











strictly as an ill person. Harsh 
words are tabu. Physical ‘restraint 
is almost never necessary. 

Adequate nursing care is given 
by a staff of registered nurses, at 
least one of whom is herself a 
member of Alcoholics Anonymous. 
I am told, incidentally, it is amaz- 
ing the way she handles patients 
of all sizes. She knows their prob- 
lems, their ways of thinking. 

An important rule of AA is that 
there shall be no repeat visits; there 
is no such thing as a second admis- 
sion. The hospital is in no sense a 
convenient drying out place for ex- 
cessive drinkers who want to nurse 
their hangovers in comfort. The pa- 
tient is made to understand this. 

Another rule to discourage pos- 
sible frivolous attitudes is that 
against visitors. Only members of 
Alcoholics Anonymous, the doctors 
and nurses can be admitted to the 
alcoholic’s room. 

The less technical chores of the 
alcoholic wing are handled by men 
and women of Alcoholics Anony- 
mous. On regular shifts they re- 
port for duty through the day and 
night, giving freely of their time 
and energy to help as orderlies and 
to keep the patients company 
through the lonely hours of depres- 
sion that mark the first stage of 
their treatment. This lightens our 
operational load considerably and 
I understand the AA members feel 
it helps to keep them on their own 
road to salvation. 

Upon. release from the hospital, 
generally no earlier than at the end 
of five days, the patients for the 
most part have concluded that their 
future health and happiness lies in 
adherence to AA principles. At this 
point the AA organization takes 
over and I am told a large percent- 
age of our patients are remaining 
total abstainers. 

By the end of the first year, in 
April 1946, the number of pa- 
tients discharged by Knickerbocker 
through this plan had _ reached 
1,000. The trustees are so satisfied 
with the experiment that we are 
now planning its expansion. On 
the basis of our experience, any 
other hospital undertaking a simi- 
lar project in cooperation with AIl- 
coholics Anonymous cannot fail 
financially and the service rendered 
to the individual—and to the com- 
munity—is incalculable. 
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ECONVERSION IS A WORD used so 
R frequently, we have all become 
tired of hearing it, but it does refer 
to a whole series of problems which 
have confronted both individuals 
and institutions. 

Within go days after the end of 
the war, married nurses who had 
been working in our hospital as a 
patriotic duty returned to their 
families. Most of the Red Cross 
nurses’ aides also gave up their hos- 
pital service. The military forces 
were slow in discharging nurses, 
and most of those discharged have 
not sought hospital positions. The 
recent graduating class did not sup- 
ply enough nurses to do more than 
fill the vacancies left by the married 
nurses who resigned. It is quite 
probable that the nursing shortage 
will continue until the fall classes 
are graduated next September. 


A year ago we felt that hospital 
occupancy had reached its maxi- 
mum with our present facilities. 
Yet in the past 12 months ending 
April 1, we have squeezed in 195 
more patients than during the pre- 
vious year, a total of 5,992 includ- 
ing newborn. In addition there 
were 2,964 outpatients making a 
total of 8,956 persons who were 
served in some way by Bronson 
Hospital. The total of patient days 
Was 54,512, an increase of 1,677 
over the previous year. 

At the end of the fiscal year on 
April 30, the hospital had rendered 
service having a total value of $452,- 
272. Included in this amount is 
$21,000 of direct and indirect char- 
ity. We ended, however, with a 
deficit of $4,712. It is true that hos- 
pital income has been substantially 
increased, but most of the money 
is going into increased salaries for 
employees and increased costs of 
everything the hospital has to buy. 


Payroll records for March 1946, 
and March 1941 show that during 


From a report by the Rev. Mr. Per- 
dew to the hospital’s medical staff. 
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SPEAKING of RECONVERSION 


One Hospital Finds 
That the Hurdles 
Can Be Taken 
In Stnde 


REV. W. C. PERDEW, D.D. 


SUPERINTENDENT, BRONSON METHODIST 
HOSPITAL, KALAMAZOO, MICHIGAN 


the five-year period salary increases 
were: office clerks 50 per cent, 
nurses 107 per cent, firemen 110 per 
cent, cleaning maids 120 per cent, 
janitors 180 per cent and kitchen 
maids 204 per cent. Our total pay- 
roll now is approaching $300,000 
per year. The slight increases of 
hospital rates made during the year 
have not kept pace with the rapidly 
rising expense of salaries and sup- 
plies. 

In spite of the financial problem 
presented by the rising spiral of 
inflation, the hospital has spent ap- 
proximately $6,000 for new equip- 
ment, the largest single item of 
which was $1,300 for establishing 
and equipping the premature nurs- 
ery. We have constantly endeavored 
to maintain and if possible im- 
prove our facilities and equipment 
during the war period. 

With a growing hospital, we plan 
an enlarged school of nursing. The 
present enrollment is 86. Last Sep- 
tember a class of 28 seniors were 
graduated and 38 freshmen were 
admitted. In selecting the school of 
nursing they will attend, young 
women give considerable attention 
to the surroundings in which they 
will live. Attractive furniture and 
pleasant rooms which will compare 
favorably with those provided in 
college dormitories, are essential to- 
day if students of good quality are 
to be drawn to the school of nurs- 
ing. Last September a residence was 









opened to house 16 students and a 
housemother. We plan to open an- 
other to accommodate 14 students 
next fall. Attractive new furniture 
has been provided this year for all 


student residences. Three class 
rooms, rented from the board of 
education, have given us the best 
teaching facilities our school of 
nursing has ever had. We hope to 
rent another room this fall. 

During the war it was generally 
thought that the shortage of hos- 
pital beds was due to the inability 
of civilian doctors to make house 
calls. But now that nearly all the 
doctors have returned, the demand 
for hospital beds is even greater 
than before. We have tried to allo- 
cate beds in such a way that all doc- 
tors would have an equal oppor- 
tunity to admit patients, and any 
patient whose life would be en- 
dangered would have the priority 
over elective cases. Sometimes this 
has caused hardship, especially 
when the waiting list was long or 
scheduled surgery has had to be 
cancelled due to the admission of 
emergency cases. But members of 
the staff have accepted the diffi- 
culties in good spirit which has 
strengthened our cooperative rela- 
tionships. 

Our allocation plan has not 
solved the problem. It is doubtful 
if any plan can be devised which 
will solve it as long as the demand 
for hospital beds exceeds the sup- 
ply. The only answer is an expan- 
sion of hospital facilities. 

If our financial campaign which 
is now under way produces suffi- 
cient funds to build all the facili- 
ties shown in the preliminary plans, 
there will be an increase of at least 
18 pediatric beds, g1 obstetrical 
beds and 76 adult medical and sur- 
gical beds, together with greatly 
enlarged auxiliary facilities. The 
campaign goal of $800,000 is the 
largest sum ever asked of the Kala- 
mazoo public at one time. 
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EACH OF THE ten ambulances of the emergency hospital service is equipped with all the necessary supplies to give fast, efficient care. 


HOW ONE CITY OPERATES A COMPLETE 


EMERGENCY SERVICE 


N GENERAL PRINCIPLES I favor 
O ine purchase, by government 
agencies, of hospital services from 
voluntary hospitals, but the emer- 
gency service is one facility which I 
believe is handled best by municipal 
hospitals. Some may feel that it is 
a needless expense on the part of 
municipal government, that a sav- 
ing might be effected for the tax- 
payer if voluntary hospitals were 
to provide the emergency service. 
Others may feel that the care of 
emergencies resulting from acci- 
dents on city streets and highways 
is a responsibility of the city and 
county government, just as fire and 
police protection are provided by 
local governments. 
Operation of hospitals by muni- 
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cipal agencies is a boon to volun- 
tary hospitals, I believe. Generally 
speaking, emergency cases brought 
to the emergency room are fraught 
with many problems—medical, legal 
and economic. My own experience 
in the past in hospitals providing 
emergency services — where it was 
not provided by the community hos- 
pitals—has been that many valuable 
hours are spent in handling alco- 
holics, narcotic addicts and emer- 
gencies resulting from street brawls 
and street or highway accidents. 
Even though lien laws exist in 
some states to protect the hospitals 
against financial loss in case of court 








settlement, in liability cases con- 
siderable effort was required to 
make the collection. Many hours 
have also been spent by members 
of the record room personnel and 
house staff testifying in court on 
these cases. To all of these objec- 
tions should be added the confu- 
sion and disturbance caused by the 
screech of sirens, squad cars and 
motorcycles rushing to the emer- 
gency room. 

After observing communities in 
which all three types of emergency 
services were available: That pro- 
vided by voluntary hospitals alone, 
jointly by voluntary and municipal 
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hospitals and almost entirely by 
municipal hospitals, I have con- 
cluded that a well established 
municipal service is most satisfac- 
tory. I should like to describe 
briefly the emergency hospital serv- 
ice provided by the city of San Fran- 
cisco. 

The emergency hospital service is 
under the supervision of the direc- 
tor of the Department of Public 
Health. It has been in service in 
this community for more than 
seventy years. There are six emer- 
gency hospitals strategically located 
throughout the city. They vary in 
size from eight to 34 beds, each one 
providing a receiving room, one or 
more treatment rooms, one or two 
wards—male and female—and an of- 
fice. All are equipped with the 
latest type of inhalators for the 
treatment of gas poisoning, drugs, 
poison antidotes, blanket heaters, 
stretchers and wheel chairs. The 
main or central emergency hospital 
is the largest of the group and 
houses the administrative head- 
quarters office, central storage and 
supply rooms. In addition to the 
above, there is also provided a de- 
tention unit for the purpose of hos- 
pitalizing alcoholics, narcotics and 
others, who for some reason cannot 
be placed elsewhere. 

A number of large supply boxes, 
designed and available for use in 
a citywide or large disaster are also 
available. —The mobile equipment 
of the emergency hospital service 
consists of ten 114 ton ambulances 
of the latest type with special am- 
bulance bodies. These are serviced, 
repaired and maintained by me- 
chanics in a garage provided by the 
city and county. 

In case of a major accident, which 
means a large number of injured 
persons must be handled in a short 
time, police patrols and _ private 
commercial ambulances are called. 
Regardless of the distance from 
which the ambulance is called, all 
cases are taken to the emergency 
hospital of the district in which 
the accident occurred. At the cen- 
tral emergency hospital a steward is 
on duty at the desk at all times to 
receive calls to ascertain the nature 
of the accident or illness and the 
number of individuals involved. 
He relays the call to the proper dis- 
trict. Radio equipment is now be- 
ing installed in all ambulances, so 
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that they can be contacted at all 
times anywhere in the city. 


Each ambulance represents an in- 
vestment of approximately $5,000. 
Equipment includes sirens and red 
lights mounted on the front of the 
car to assist in rapid identification 
which permits the vehicle to obtain 
the right of way through traffic. A 
driver and medical steward make 
up the crew of each ambulance. 


Equipment within the ambu- 
lance consists of one sliding drawer 
bed and one bed folded against the 
sidewall when not in use. A seat 
along the opposite side affords addi- 
tional space for four persons. Two 
stretchers, each with blankets and 
pillows, are provided in each unit. 
The type of stretcher used is made 
of a canvas sling supported between 
two removable poles, which makes 


‘for greater ease in handling, par- 


ticularly in close quarters. Two ad- 
vantages of this type of stretcher are 
its simplicity and low laundry cost. 

Arm and leg splints, basins, re- 





STANDARD equipment includes medicine, portable inhalator, stretchers and life preserver. 








straining straps for disturbed pa- 
tients and extra stretchers are kept 
in a box along the side under the 
seat. A first aid bag contains band- 
ages, gauze, adhesive tape, sheet 
wadding, sterile towels and instru- 
ments, tourniquets, antidotes for 
poisons, sterile gloves, umbilical 
tape and silver nitrate solution in 
ampules (for eyes of newborn ba- 
bies), ointment for burns, cardiac 
and respiratory stimulants. In fact, 
everything necessary for first aid 
work is a part of the standard 
equipment. A cork life preserver, a 
100 foot coil of rope, a fire extin- 
guisher and a portable inhalator 
complete the unit. 


The chief surgeon, as the execu- 
tive head of the service and under 
authority from the director of pub- 
lic health, has direct supervision 
over and is responsible for the con- 
duct and operation of the service 
in all hospitals and makes assign- 
ments of all personnel. The assist- 
ant surgeon on duty contacts the 
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chief surgeon every time there is a 
major injury and in all instances 
when immediate surgical operation 
is indicated and the patient is un- 
able to pay for private medical care. 
A weekly inspection of all hos- 
pitals and ambulances is made by 
the chief surgeon. 

The assistant chief surgeon assists 
the chief surgeon in the direction 
of the service and in his absence 
serves as acting chief surgeon. Daily 
rounds of all patients in the Cen- 
tral Emergency and the Detention 
Hospital, supervision and _ inspec- 
tion of all clinical charts and his- 
tories, weekly rounds of inspection 
of all stations of the service and 
supervision of the work of members 
of the resident staff of the San Fran- 
cisco Hospital. assigned to the Mis- 
sion Emergency Hospital, are re- 
sponsibilities of the assistant chief 
surgeon. 

The assistant surgeons receive 
approximately $400 a month from 
the city. They do not receive any 
remuneration from the patients, 
neither may they refer patients to 
their own offices. 

Generally, the assistant surgeons 
are on duty continuously over cer- 
tain periods—that is, they work 56 
hours a week, but not necessarily 
in continuous 8-hour periods. The 
schedule is arranged among the 
surgeons. For example, one surgeon 
is on call for perhaps a 24 hour pe- 
riod once every three weeks. The 
remainder of the time may be made 
up in three or four hour periods. 


In any event, the surgeons are actu- 
ally on duty and not on call, yet the 
schedule is so arranged that they 
may engage in private practice. 

Three surgeons are attached to 
each unit and rotate every month 
from one hospital to another. They 
may select one of three watches, 
g A.M. to noon; noon to 3 P.M.; Or 
3 P.M. to 6 p.M., when the exigencies 
of the service permit. The surgeons 
also rotate the night watch, from 
6 P.M. to g A.M., thereby providing 
the full 24 hour service. 

The surgeon on duty is in full 
charge of and is responsible to the 
chief surgeon for the operation of 
the hospital. The examination and 
treatment of all patients and the 
compilation of a written history for 
every admission to the wards and 
for every patient transferred to 


other hospitals is the surgeon’s - 


duty. He is responsible also for the 
handling, recording and safe keep- 
ing of all valuables taken from pa- 
tients receiving care in the emer- 
gency hospital under his super- 
vision. 

The chief steward is directly re- 
sponsible to the chief surgeon for 
the conduct and work of all other 
members of the service staff, includ- 
ing stewards, nurses, ambulance 
drivers, storeroom keeper and clerk- 
stenographer. He supervises the dis- 
tribution of drugs and other sup- 
plies, prepares requisitions for all 
supplies and vouchers for all ex- 
penditures, receives and examines 
all new supplies and aids the chief 
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surgeon, assistant chief surgeon and 
the assistant surgeons in supervis- 
ing the work in the various units of 
the service. 

The assistant chief steward acts 
as chief in the latter’s absence and 
assists in all duties of the chief 
steward. 

Stewards are on duty eight hours 
daily, with shift changes at 8 A.m., 
4 P.M. and midnight. Stewards ro- 
tate weekly from one shift to an- 
other and change every Sunday. 
Three are assigned to each hospital, 
with three ambulance stewards in 
addition at the Central Emergency 
Hospital. Stewards are responsible 
for the handling of all ambulance 
calls and they must give necessary 
first aid before taking the patient 
to the emergency hospital. 

They prepare all male patients 
for examination by the surgeons 
and under the assistant surgeon’s 
supervision administer such care 
as is appropriate for the comfort 
and welfare of the patient. 

Recording the patient’s entry in 
the book provided for the purpose 
is a responsibility of the steward on 
duty. On discharge, the steward 
gives the patient his valuables and 
the clothing he was wearing when 
admitted. The patient signs a re- 
ceipt that is then filed in the office. 
Each steward is responsible for the 
cleanliness, orderliness and general 
condition of the hospital and equip- 
ment during his hours on duty. All 
regularly appointed stewards are 
special police officers and wear a 





DURING A recent immunization program, long lines of children and adults formed in front of San Francisco's Central Emergency Hospital 
for vaccinations. The municipally operated service has worked very efficiently in meeting the emergency health needs of the community. 
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special police officer’s badge—a star 
with a superimposed green cross. 

The driver, in addition to driv- 
ing the ambulance, assists the stew- 
ard when necessary in preparing 
the patient for transportation. He 
is responsible, also, for the regular 
care, cleaning, minor adjustments 
and inspection of the ambulance. 

Nurses are on duty at all hours 
at Central, Detention, Harbor, 
Park, Alemany and Mission Emer- 
gency Hospitals. Fhey prepare and 
assist in the examination of all fe- 
male patients and give such care, 
under supervision of the assistant 
surgeon on duty, as is necessary for 
the comfort and welfare of all pa- 
tients. 

An ambulance is detailed regu- 
larly to all second alarm fires. On 
arrival at the fire, the steward re- 
ports to the fire chief in charge and 
remains there until the transporta- 
tion of patients requires his leaving 
or until he is dismissed by the fire 
chief. At such times the steward is 
often called upon to give first aid 
treatment and to transport the seri- 
ously injured persons to the hos- 
pital. 

Ambulance calls are often re- 
ceived for the transportation of ob- 
stetrical patients. The steward de- 
termines which hospital, if any, the 
patient is prepared to enter and 
whether she has been under a phy- 
sician’s care. Immediate notifica- 
tion is given the physician or hos- 
pital and if the patient’s condition 
permits, she is removed to the hos- 
pital designated by the physician. 
If no preparations have been made 
—and this is not an infrequent oc- 
currence—the steward notifies the 
outpatient obstetrical service of San 
Francisco Hospital and the patient 
is either transported to San Fran- 
cisco Hospital or a member of the 
staff visits the patient in her home. 

The organization of the emer- 
gency hospital service is as follows: 

I. Administrative 
A. Chief surgeon 
B. Assistant chief surgeon 
C. Chief steward 
D. Assistant chief steward 

II. Personnel 
A. Thirteen 

geons 

1. They are assisted by 
the entire resident staff 
of the county hospital. 

B. Twenty four stewards 


assistant sur- 
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IN- ADDITION to driving his ambulance, the driver assists the steward when necessary in 
preparing patients for transportation and is responsible for maintenance of his vehicle. 


C. Seventeen ambulance 
drivers 
D. Seventeen nurses 
E. ‘Two stenographers 
F. One messenger 
III. Plant facilities 
A. Six hospitals and equip- 
ment 
IV. Mobile units 
A. Ten ambulances and 
equipment 
Cases brought to the emergency 
hospital are disposed of as follows: 
1. Those found able to provide 
for private medical attendance are 
sent to a physician or hospital of 
the patient’s choice. 
2. Army personnel are referred 
to the proper military health unit. 
3. Chronic patients or those not 
eligible for admission to voluntary 
private hospitals are referred to the 
county hospital or to an outpatient 
department, if ambulatory. 
4. Mental cases, alcoholics and 
narcotic addicts are held in the 


psychiatric ward of the county hos- 
pital for observation and final dis- 
position. 

5. Doubtful cases are referred to 
the county social service depart- 
ment for follow up and placement. 

6. No major operations are per- 
formed in the emergency hospitals. 
The patients are referred to either 
private or city hospitals, depending 
upon their circumstances. 

All suicides, homicides, stab 
wounds, gunshot wounds and other 
involvements are reported to the 
police department. 

From my own observations and 
comments of others, it would ap- 
pear that the San Francisco Emer- 
gency Hospital Service has worked 
very efficiently in caring for the 
emergency health needs of the com- 
munity. 





The author is indebted to Dr. J. C. 
Geiger, director of the San Francisco 
Health Department, Dr. Emmett E. Sap- 
pington, assistant director, and other 
members of the staff for much of the 
= and the photographs presented 
ere. e 





chest x-ray program. 





NEXT MONTH: A special section on the 


role of general hospitals in tuberculosis control, pre- 
pared in collaboration with the United States Public 
Health Service, will appear in the August issue of 
Hospitats. Included will be detailed reports on the 


technique, necessary equipment and costs of a routine 











GENERAL HOSPITALS will become the center of all health activities in the community if they are built to provide comprehensive care. 


PLANNING FOR IT 


ees DATE THE so-called general 
hospital has been planned to 
take care of medical, surgical and 
obstetrical cases, leaving the care of 
the tubercular, the long term case 
or chronic, the convalescent, the 
contagious, and the mental cases to 
others — usually the government. 
Has not the time arrived when the 
privately endowed general hospital 
should be called upon to take care 
of these types of cases? Is it not time 
for the generat hospital to provide a 
comprehensive service in order to 
keep pace with the advances in med- 
ical science? Careful planning will 
demonstrate the extent to which the 
large or small hospital can provide 
some or all of these services. 


It is generally felt that all com- 
munity health activities should be 
organized around the general hos- 
pital, particularly the community 
hospital. It has even been suggested 
by advanced thinkers that the com- 
munity hospital should serve in ad- 
dition as headquarters for public 
' From an address given by Dr. Smel- 
zer at the meeting of the Association 


of Western Hospitals, Los Angeles, 
May 14-16, 1946. 


DONALD C. SMELZER, M.D. 


MANAGING DIRECTOR, GERMANTOWN 
DISPENSARY AND HOSPITAL 
ae 


D 
PAST PRESIDENT, AMERICAN HOSPITAL 
ASSOCIATION 


health nursing, school nursing, dis- 
trict nursing and communicable 
disease nursing; as an educational 
center for dissemination of health 
‘information to the public; as a cen- 
ter for medical research by provid- 
ing auditoriums and lecture rooms; 
as headquarters for a radio broad- 
casting system and the control of 
recreational facilities and swim- 
ming pools. 

Let us look for a moment at the 
reasons for the extension of hospital 
facilities into the fields mentioned 
above. 


Tuberculosis cases— Early diag- 
nosis together with surgical proce- 
dures has completely changed the 
treatment of pulmonary tubercu- 
losis. Diagnostic costs have been re- 
duced, the stay in hospital has been 
curtailed. Trained chest surgeons 
are more likely to be found in gen- 
eral hospitals than in isolated sana- 
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toriums. The general hospital can 
start an educational campaign by 
x-raying patients and employees. 
Nurses can be taught the proper 
technique in handling tubercular 
patients, thereby reducing the in- 
cidence of this disease among stu- 
dent nurses and other employees. 


Long term or chronic diseases— 
Those who have been fortunate 
enough to be_ hospitalized in 
chronic disease hospitals may not 
have been so lucky. Certainly they 
have been better off than those who 
could not be hospitalized for lack 
of bed accommodations. The coun- 
try as-a whole has been woefully 
lacking in beds for those suffering 
from the degenerative diseases. 

The cost of care of chronics is 
much less than for acute cases and 
proper facilities should be provided 
for them, but these should be close 
to or part of a general hospital so 
that these patients may have the 
benefit of modern diagnostic and 
treatment facilities and proper med- 
ical care. Much emphasis has been 
placed on civilian rehabilitation of 
those patients whose disability has 
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become static and the recent voca- 
tional and physical rehabilitation 
laws should be studied and taken 


advantage of in future planning 


for this type of patient. 

Convalescent care—Closely allied 
to the care of the chronic, but not 
to be confused with it, is the care 
of the convalescent. There is the 
short. term and long term convales- 
cent. New surgical and other tech- 
niques have made possible the early 
discharge of many patients from 
acute hospitals. This is economical- 
ly sound and, if proper facilities 
were available for the care of con- 
valescents, it would reduce the cost 
of care and make more beds avail- 
able during a given year for acute 
patients. Again, there is a great 
dearth of convalescent beds and 
future planning could well put 
these under the control of the gen- 
eral hospital. 

Contagious or communicable dis- 
ease— For many years contagious 
diseases such as scarlet fever, diph- 
theria, measles, mumps, poliomye- 
litis, smallpox and others, have 
been treated in contagious disease 
hospitals—in olden days often called 
pesthouses. For many months of the 
year these beds, often a large num- 
ber, are unoccupied. Thus, it actual- 
ly becomes a large expense of local 
government to keep these facilities 
readily available to handle sporadic 
or epidemic cases. With advanced 
nursing training and appropriate 
facilities for isolation, these patients 
can now be handled in the general 
hospital at less expense than in the 
past. Planning should include, if 
the need is shown, not only facili- 
ties for the care of contagious dis- 
ease cases, but for the education 
of the public to accept this idea. 

Mental patients—It is only in re- 
cent years that general hospitals 
have considered caring for the mild- 
ly mental or the nervous patient. 
It is true that special physical facili- 
ties must be provided for many 
types of mentally diseased patients. 
These patients should have the ad- 
vantages of modern diagnostic and 
treatment facilities and thus bring 
closer together the thinking of the 
psychiatrist with the medical and 
surgical staffs. Patients proving to 
be in need of long term institu- 
tional care would, of course, have 
to be transferred to appropriate in- 
stitutions. Large and medium-sized 
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hospitals should carefully study this 

problem and plan accordingly. 
Diagnostic clinics—One must not 

forget the diagnostic clinic feature 


in future hospital planning. It may 


be included in even the smallest hos- 
pital. This department may be con- 
sidered educational as well as thera- 
peutic—educational to the commu- 
nity doctor and therapeutic to the 
patient. 

Educational facilities — No plan- 
ning would be complete without 
thought being given to the hospital 
—large or small—as the center of 
educational facilities for the public, 
particularly along the lines of pre- 
ventative medicine and_ public 
health. In addition the hospital 
should educate its employees and 
larger hospitals should educate em- 
ployees of nearby smaller hospitals. 
The education of the patient, too, 
might be included in future plan- 
ning. Dr. Howard A. Rusk, for- 
merly of the Army Air Corps and 
now with the New York Times, re- 
cently said that “having a baby was 
10 per cent pain and go per cent 
boredom.” Why not convert the 
“boredom” into a constructive pe- 
riod by teaching the mother baby 
care, personal hygiene and allied 
subjects. These possibilities could 
extend to all types of cases in col- 
laboration with the occupational 
therapy department, dietetic de- 
partment, nursing department and 
social service department. As men- 
tioned before, the recent advances 
in civilian rehabilitation programs 
might well be considered here, too. 
Hospitals could also develop plans 
for cooperating with and helping 
each other in many ways. The small 
hospital can depend on the large 
one for many needs. ‘There should 
never be competition among hos- 
pitals. 

The nursing situation, with the 
shortage of graduate nurses and the 
apparent shortage of prospective 
students, must be carefully con- 
sidered in all future hospital plan- 
ning. As has been stated before, 
we must begin to train nurses—or 
whatever you want to call them— 
on two grades. Many state laws for- 
bid training two grades of nurses 
at the same time in the same school. 
It is time that state nursing laws 
be revised, together with a sane 
procedure for the licensing of the 
vocational or practical nurse, or at- 











tendant—male or female. The time 
to plan is now. 

Last, but undoubtedly by no 
means least, where is the money 
coming from to finance all these 
fine plans for tomorrow’s hospitals? 
Progress, yes, but with what rela- 
tionship to finance? 

Up to date, the hospital has re- 
ceived its income from the patient, 
endowment, if any, the government, 
from some form of commercial in- 
surance and more recently from 
voluntary nonprofit pre-payment 
plans. The rapid advance in the 
cost of medical and hospital care 
has caused every administrator and 
board of trustees to wonder where 
the funds are coming from when 
the sources mentioned above fail 
to meet the cost. Threatened inter- 
vention by the federal government 
in passing legislation for compul- 
sory health insurance which would 
include hospital care has given hos- 
pital authorities much food for 
thought. Certainly, without money 
we cannot continue to give the high 
type of service we have given in 
the past, and certainly the Ameri- 
can people will not stand for low- 
ered standards. Hospitals, there- 
fore, must go far in their planning 
to encourage Blue Cross plans and 
to work in harmony with them. We 
feel that the nonprofit voluntary 
insurance schemes, with proper 
help and cooperation from the 
government, together with a sub- 
sidy for the care of truly indigent 
cases, will prove that compulsory 
health insurance is neither wise nor 
necessary. 

It is up to administrators to 
study carefully the whole question 
of hospital finance and to plan ac- 
cordingly—particularly for the near 
future. We should not forget that 
the government might well help 
finance the care of tubercular, 
mentally ill, and contagious cases 
in the general hospital, and in so 
doing save money for the taxpayer. 
We must also consider ways and 
means of financing nursing schools, 
research and technical trainees. 

This is not a problem for one 
person. It will take the combined 
thinking of the trustee, adminis- 
trator, architect, consultant, econ- 
omist, financier and the public, all 
combined, to produce the best for 
the best hospital system in the 
world. 
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A PATIENT keeps her appointment with the outpatient department. 





THE AMBULANT 


HE OUTPATIENT SERVICES of our 
y pero have come a long way 
from the early dispensary type of 
facilities. ‘Then it was a question 
of providing care for those who 
could not care for themselves and 
who could not afford the services 
of a physician, either at home or 
at his offices. In caring for these 
patients, clinics soon developed 
group practices by the physicians 
on a voluntary basis. 

Such a method made _ possible 
economical care at the highest level 
available. It encouraged the de- 
velopment of specialties and diag- 
nostic facilities essential to the per- 
formance of good work. In that re- 
spect the outpatient departments 
made services available beyond 
those rendered by individual prac- 
titioners. Private practitioners de- 
veloped a similar method by re- 
ferring patients to specialists whose 
services they required. A sort of 
group practice was carried out in 
either case—by referral of patients 
to other doctors or other clinics or 
departments. 


Unfortunately some of the pa- 
tients got lost in all their referrals, 
particularly in the large outpatient 
departments. Although consulta- 
tions were being obtained, there 
was little consultation among the 
doctors and the patient was being 


From an address given by Dr. Pastore 
at the Tri-State Hospital Assembly, Chi- 
cago, May 1-3, 1946. 
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left to the individuals in the various 
clinics. 

The patient was being considered 
not as an integrated personality but 
as an aggregate of individual sys- 
tems or organs of the body. The 
patient lost his own doctor, so to 
speak. Although no one doctor can 
handle all of the conditions, it is 
felt that one physician should as- 
sume the responsibility of super- 
vision for each patient. 

Such factors are leading to trend 
number one. For example, in one 
large institution on the Atlantic 
Coast, attempts are already being 
made to bring the consultants to 
the patient and his doctor. General 
examination facilities are being set 
up, where the various consultants 
are available. The physician who 
examines the patient can obtain the 
services of the consultants as need- 
ed. They may outline the proce- 
dure necessary to reach a definite 
diagnosis. When results are ob- 
tained the case is reviewed by the 
same doctors and the course of 
therapy determined. 

When special facilities for treat- 
ment are needed, patients are re- 
ferred to special departments or 
clinics. No longer is the patient 
with low back pain referred to the 
urology, gynecology, and the ortho- 
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IN the reception room, she awaits her turn with several other patients. 


pedics clinics with the statement in 
the chart, “Is pain due to ortho- 
pedic conditions, etc?” Instead, the 
orthopedist, gynecologist and urol- 
ogist, if necessary, review the case 
on the first admission, request the 
necessary ancillary examinations 
and again review the findings. 
With this type of consultation the 
patient receives the best possible 
care. 

This type of service is not limited 
to the ambulant patient of the hos- 
pital’s outpatient department, but 
is becoming available to private 
patients, since the physicians’ tend- 
ency toward group practice is grow- 
ing steadily. Where facilities are 
shared by groups of doctors, con- 
sultation becomes more accessible 
and is available without delay. 


One extremely important finan- 
cial result may ensue. The proce- 
dure as outlined above will reduce 
the number of visits made by pa- 
tients. That is excellent insofar as 
the patient and the doctor are con- 
cerned. But financially it may mean 
a reduction in the total income, not 
only because the number of visits 
is reduced, but also because many 
unnecessary diagnostic procedures 
are eliminated. We certainly should 
not complain about that, even 
though the budget must also be 
balanced. 


Such a method of operation will 
call for a’ review or re-evaluation 
of our concept of a visit. A mone- 


HOSPITALS 





U 


Se cs 





ES 





































SERVICE 





tary value has been placed on visits 
based on past experience. A re- 
evaluation of the cost of a visit must 
be made on the basis of services 
rendered. This will be particularly 
true in cases where municipal or 
state governments contribute to the 
cost of operation by allowing a 
fixed amount per visit. The indi- 
vidual charges, but not the total 
budget, must be adjusted. If any- 
thing, the total budget will be re- 
duced. It is well for us to have this 
clearly in mind as we face the prob- 
lem of readjustments, since even 
distribution of charity funds by 
community chests may be involved. 

The second trend is closely re- 
lated to the first one. Appreciating 
the advantages and excellent care 
to be obtained from well organized 
hospitals and medical centers, the 
public is demanding more and more 
that the services rendered to charity 
patients be made available to in- 
dividuals capable of paying cost 
for their care. Many institutions 
have already established “over-rate 
clinics” or private ambulatory serv- 
ices where such patients may be 
treated. Thus far these arrange- 
ments have not been too satisfac- 
tory because of the make-shift or- 
ganization established. 

Quite frequently such facilities 
have been limited and full advan- 
tage of hospital facilities have not 
always been attained. The neces- 
sary economies of operation have 
been lacking and the group prin- 
ciple of consultation has not always 
been in evidence, since the patients 
were referred to individual doctors 
who utilized the available facilities. 

The organization of such units 
has frequently been unnecessarily 
cumbersome. There should be only 
one essential difference between 
these patients and the usual out- 
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IF special treatment facilities are needed, she is referred to a clinic. 





patient clientele—the former pay 
for the professional services of the 
doctors whereas the latter receive 
such services without charge. There 
seems to be no reason why adequate 
remuneration for the doctors can- 
not be established. Such remunera- 
tion should be comparable to that 
received in private practice. 

In some instances the group of 
doctors actually operate the unit 
and reimburse the hospital for the 
use of space and facilities. In others 
the institution operates the unit 
and reimburses the doctor. In no 
instance does this imply that the 
institution is practicing medicine. 
The actual method of operation is 
not too important, provided good 
medical care is rendered to the pa- 
tients without loss to the physicians. 

Carrying this one step further 
leads to the possibility of establish- 
ing only one unit for all ambula- 
tory patients. The difference would 
aply to the amount paid by the 
individual patients and not to the 
physical facilities. The University 
of Chicago Clinics have demonstrat- 
ed the efficacy of such a policy dur- 
ing the past decade. We should be 
prepared in future plans for am- 
bulatory patients, to provide facili- 
ties for patients who can pay as 
well as for those who cannot meet 
the cost of medical care. This may 
well imply a change in our concept 
and philosophy of charity institu- 
tions as contrasted to charity pa- 
tients. 

During the past decade increas- 
ing emphasis has been placed on 
the maintenance of health and the 
prevention of disease. Such services, 
with few exceptions, do not require 
hospitalization. Their full benefits 
are obtained during the ambulatory 
period. The habit of thinking that 
an individual must be sick to be 





AT the clinic, she receives competently supervised ambulatory care. 








examined should be abandoned. 
The clinics as well as the doctors 
should assume the responsibility of 
supervision of health as well as car- 
ing for the sick. 

Such a program calls for the es- 
tablishment of additional facilities 
where periodic examinations, diag- 
nostic procedures and immuniza- 
tions can be carried out with a mini- 
mum of expense and time. Many 
institutions and physicians are al- 
ready providing such services. Such 
facilities probably will be greatly 
expanded within the near future. 
The introduction of voluntary in- 
surance plans which provide such 
coverage will undoubtedly contrib- 
ute greatly to the expansion of such 
services. 

Groups of physicians and institu- 
tions will thus be responsible for 
the care and supervision of selected 
groups of individuals. The extent 
and size of specialty services will be 
directly proportioned to the in- 
cidence of specified conditions in 
the population served. This may 
well mean a reorientation as to the 
facilities and services necessary in 
the outpatient departments and im- 
plies possible districting of service, 
since complete medical care is ren- 
dered. We have in the past, been 
proud of patients who came to us 
from great distances. Should we not 
wonder whether this is not medi- 
cally and economically unsound, 
except in rare cases requiring ultra 
specialized facilities and skills? 

As a trend, the change in our con- 
cept of medical education cannot 
be overlooked. For some time our 
undergraduate program has em- 
phasized illnesses, particularly those 
requiring hospitalization. Emphasis 
on preventive measures and super- 
vision of health will necessitate 
more active training with ambula- 
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tory patients. For well rounded 
training, patients of all economic 
levels will be required. It seems in- 
evitable that, in the future, students 
acting as clinical clerks and assist- 
ants will take a more active part in 
the care of ambulatory patients— 
regardless of their economic status. 

In focusing attention on future 
plans for the care of ambulatory pa- 
tients, services now rendered must 
be reorganized and re-evaluated. 
We should strive to provide: 

1. An organization which will 
make available the services of the 


consultants in actual consultation 
with the referring doctor, reduce 
the number of referrals and unnec- 
essary diagnostic procedures and 
provide good medical care at a 
minimum of expense. In so doing 
we may expect more pleasant sur- 
roundings, personalized treatment 
and an appointment system that is 
fair to all. 

2. Facilities for ambulatory pa- 
tients who can pay for their care 
as well as those who cannot meet 
the necessary cost—without loss to 
the physicians. Let us not be sur- 
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prised if one unit is provided for 
all patients, irrespective of their 
ability to pay for the cost of medical 
care. j 

3. Facilities and services for the 
maintenance of health and preven- 
tion of disease as well as curative 
medicine. This may necessitate dis- 
tricting of individuals to be served, 
but does not necessarily imply in- 
ferior medical care. 

4. Active educational program 
for students and physicians in the 
care of ambulatory patients of all 
economic levels. 


CIVIC COORDINATION 


H™ AND THERE across the coun- 

try it is possible to find a com- 
munity that serves the primary 
health requirements of its needy 
citizens as a result of someone’s 
having subsidized a clinic or other 
facility. 

In a few places—a very few—the 
same end is reached by plain com- 
munity enterprise and cooperation. 

The city of Peoria, Ill. (1940 city 
population 105,000 and area popu- 
lation of approximately 150,000), is 
one that has been making the most 
of community enterprise. Its out- 
standing health program, with the 
three general hospitals (St. Fran- 
cis, Methodist and Proctor) at the 
core, represents such a welding of 
voluntary agencies, tax supported 
agencies and public spirited indi- 
viduals as is seldom found. In 
terms of coordinated health plan- 
ning for the indigent, changes that 
have come about in less than a 
decade are dramatic. 

Ten years ago the child about to 
be born into one of Peoria’s “poor 
families” faced innumerable _haz- 
ards that have since been elim- 
inated. Voluntary social agencies, 
then as now, were. on the job, but 
with many of them carrying out 
special missions prescribed in their 
constitutions and by-laws. Physi- 
cians contributed their services, in 
many cases at great personal sacri- 
fice, but each according to his own 
conscience. The overseer of the 
poor stood by with his public 
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purse, dividing its contents as best 
he could, and some of this inevit- 
ably was spent in such a way as to 
promote better health. 

It cannot be said that Peoria’s 
citizens were unconcerned about 
the welfare of their indigent and 
near-indigent families. They con- 
tributed privately and paid taxes, 
and the teamwork among private 
and public distributing agencies 
was on a par with that in other 
cities as of 10 years ago. The 
elements of an adequate health 
program were all there except 
one. That was the framework of 
organization. 

By way of contrast today, Peoria 
extends its first health protection 
to a child several months before it 
is born. Not only is prenatal care 
available to every mother, but the 
city is constantly combed by public 
health nurses to see that all moth- 
ers know about this service. 

The mother registered in the 
clinics is delivered in a hospital, by 
an obstetrician, and is entitled to 
postpartum care. There is a well 
baby clinic and a preschool round- 
up. There is a school health pro- 
gram. Finally, there are nine clinics 
in the outpatient department of 
St. Francis Hospital available to all 
citizens, young and old, who do not 
have the means to buy medical and 
surgical care. 


Most of these services have been 
developed during the last seven 
years. More significant than the 
mere development of facilities, 
however, is the extent to which pub- 
lic and private agencies have inte- 
grated their resources and activities. 


‘This community program has 
grown from two separate move- 
ments, until today one part of it is 
focused in the Department of 
Health of Peoria and the other in 
St. Francis Community Clinic. Both 
organizations have advisory boards, 
consisting of interested lay and pro- 
fessional persons, for consultation 
on questions of policies, procedures 
and inter-agency relationships. 


In 1939 the Maternity Center 
Clinic was opened under the spon- 
sorship of the Peoria Medical So- 
ciety, the Junior League, the 
League of Women Voters, Neigh- 
borhood House, Visiting Nurse 
Association, Overseer of the Poor 
and the Department of Health. 
Both volunteer clinic service and 
financial help were contributed by 
the Junior League, space by Neigh- 
borhood House (a settlement) and 
professional personnel by Visiting 
Nurse Association and health de- 
partment; the obstetrical specialists 
in the beginning gave consultation 
service without remuneration. 

An advisory committee was or- 
ganized with representatives from 
each of the sponsoring groups and 
from the Child and Family Service, 
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Catholic Charities and St. Francis 
Community Clinic. 

The success of the Maternity 
Center led to the opening in 1941 
of a Well Baby Clinic under the 
same auspices and with a similar 
advisory committee. These two ad- 
visory bodies have subsequently 
been consolidated into the Peoria 
Maternity Center and Well Baby 
Clinic Association. The health de- 
partment has now taken over the 
financial burden formerly carried 
by the Junior League, although the 
latter organization still gives volun- 
teer service, as also does the re- 
cently formed Central Volunteer 
Bureau. 

For a long time many citizens 
y and agencies had felt the need of a 
a general clinic and in 1942, on 
3 the initiative of Bishop Joseph 
H. Schlarman, the Rev. Edward M. 
Farrell, director of Catholic Chari- 
ties, and Sister M. Ancilla, adminis- 
la trator of St. Francis Hospital, the 
" St. Francis Community Clinic was 
i; established at St. Francis Hospital. 
Nine free clinic services were of- 


fered, including obstetrics. 
St. Francis Community Clinic CHILDREN receive health supervision at the Well Baby Clinic (above) until two years old. 
Closely related to the hospital, the Community Clinic uses the institution's equipment. 
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board has representatives from the 
local medical society, Child and 
Family Service, Catholic Charities, 
Overseer of the Poor, Junior 
League, Community Fund and the 
public at large. 

In a limited area there is at 
present duplication of services of- 
fered by St. Francis Hospital’s ob- 
stetrical clinic and the Maternity 
Center of the Department of 
Health. In a much broader area 
the two are complimentary, and 
both appear to be essential to a 
well rounded program. 

An expectant mother registers 
with the Maternity Center clinic. 
She immediately comes under sur- 
veillance of a Department of Health 
physician. Calling at the clinic reg- 
ularly, she is given a physical ex- 
. amination and routine laboratory 
tests. By individual consultation 
and group teaching demonstrations 
she is educated in matters of health 
and hygiene in pregnancy and in- 
_ fant care. If she fails to come back 
to the clinic regularly, a_ public 
health nurse calls in the home 
and explains the value of regular 
attendance. 

If a pathological condition de- 
velops during the daytime the 
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woman is referred immediately to 
St. Francis Community Clinic. St. 
Francis Hospital is manned and 
equipped to give 24-hour service to 
such cases. In any event during the 
last three months of pregnancy, she 
comes under the supervision of St. 
Francis Hospital’s resident obstetri- 
cian who officiates at Maternity 
Center Clinic once a month, exam- 
ines all new patients and eventu- 
ally delivers them at the hospital. 


After delivery, the woman is en- 
couraged to return for a check-up 
and consultation service at Mater- 
nity Clinic—and is invited to bring 
the baby to Well Baby Clinic 
where he is given immunizations, 
and health supervision until his 
second birthday. The public health 
nurse visits the home to consult 
with the mother, following the 
pediatrician’s recommendations at 
Well Baby Clinic. 


Meet Expenses Jointly 


The expenses of Maternity Cen- 
ter Clinic and Well Baby Clinic 
are met by a pooling of commu- 
nity resources. The Department of 
Health pays the salaries of the pro- 


fessional personnel including ob- 
stetrical and pediatric consultants, 
a clinic physician, public health 
nurses, a nutritionist, a medical so- 
cial worker and a_ stenographer; 
also they furnish linens and laun- 
dry services and laboratory and 
other clinic equipment. 

The Township Relief Office sup- 
plies medication and drugs, mostly 
calcium and iron and cod liver oil. 
Neighborhood House contributes 
space for both Maternity Center 
and Well Baby Clinics. 

Under Dr. E. V. Thiehoff, com- 
missioner, the Department of 
Health continues its interest after 
children have outgrown Well Baby 
Clinic service. It takes part in the 
preschool roundup, where mothers 
are brought up to date on health 
and hygiene and children are im- 
munized. Any child needing medi- 
cal attention is referred to a private 
physician of his family’s choice, or 
to St. Francis Community Clinic. 

For the next 12 years a Peoria 
child’s health is the joint concern 
of the Department of Health and 
the Board of Education, with 
health department nurses serving 
the schools. Among other things, 
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the child receives dental inspection 
and recommendations, vision and 
hearing tests and examination for 
participation in athletics. Before 
graduating, the student is tuber- 
culin tested and a positive reaction 
brings a chest x-ray at no cost to the 
individual. At this point two other 
community facilities appear: the 
Peoria County Tuberculosis Asso- 
ciation and the Peoria Municipal 
Tuberculosis Sanitarium which op- 
erates the Chest Clinic. 

Since it opened in July 1939, the 
Maternity Center Clinic has con- 
ducted 3,699 clinic examinations 
while serving 655 patients and the 
Well Baby Clinic has conducted 
4,318 clinic examinations while 
serving 868 patients since opening 
in June 1941. 

St. Francis Community Clinic is 
a generalized outpatient depart- 
ment that is so organized and op- 
erated as to put first emphasis on 
community service. Weekly it con- 
ducts these nine clinics: Physical 
diagnosis, medical, surgical, pediat- 
ric, obstetrical, eye, ear, nose and 
throat, dental, gynecological and 
urological. 

Legally the St. Francis Commu- 
nity Clinic is separate from, but still 
closely related to, St. Francis Hos- 
pital. Its board of directors, as 
noted, is representative of Peoria’s 
health and welfare agencies and the 
general public. The administrator 
of St. Francis Hospital is also presi- 
dent and co-executive of the clinic. 
One wing of the hospital houses the 
clinic and hospital equipment is 
used by the clinic. 

Chairmen of the various services 
in the hospital are also responsible 
for the services in the clinics, with 
the medical staff members working 
on a rotating basis. The interns and 
residents rotate on the various serv- 
ices, working under the supervision 
of the medical staff members. Doc- 
tors from other hospital staffs are 
also invited. 

A trained medical social worker 
is in charge of the social service de- 
partment, and the clinical opera- 
tions are under the immediate su- 
pervision of a competent medical 
supervisor. 

St. Francis Community Clinic has 
a current budget of approximately 
$50,000, which is made up from 
several sources: The hospital, Com- 
munity Chest and Council, Town- 


ship Relief Office, physicians who 
give their services and private in- 
dividuals. Of these the hospital 
makes the largest single contribu- 
tion by providing salaries, rent, 
utilities, maintenance, repairs, sup- 
plies and laundry. 

St. Francis Community Clinic’s 
1945 report shows there were 5,651 
clinic visits and 774 new cases were 
admitted. The report on referrals 
indicates to what extent the clinic 
reaches the whole Peoria area. Six- 
teen per cent of the patients came 
of their own initiative, while others 
were referred by the Department of 
Health, Overseer of the Poor, Amer- 
ican Red Cross, Illinois Public Aid 
Commission, Catholic Charities, 
Child and Family Service, Salvation 
Army, private physicians, Home of 
Good Shepherd, Juvenile Court, 
Maternity Center, hospitals, Well 
Baby Clinic, Chest Clinic, Venereal 
Disease Clinic, Visiting Nurse Asso- 
ciation and Guardian Angel and 
Children’s Home. 


X-ray Patients’ Chests 


Still another example of commu- 
nity cooperation is the program for 
x-raying the chests of all patients 
admitted to St. Francis Hospital. 
This is the joint project of the hos- 
pital, the Peoria County Tubercu- 
losis Association and the Peoria 
Municipal Tuberculosis Sanitar- 
ium. 

Peoria’s achievement is note- 
worthy in several respects. It illus- 
trates not only the practicability of 
joint efforts by public and private 
health agencies, but also the neces- 
sity of cooperation if a completely 
coordinated program is to be the 
result. A hospital cannot ordinarily 
duplicate the educational, public 
health nursing and other routine 
services of a government health 
agency; and no government health 
agency can provide the medical and 
surgical care that is available in a 
good. hospital. 

Perhaps even more significant is 
Peoria’s demonstration of how an 
adequate community health pro- 
gram can be inaugurated and main- 
tained by the simple process of or- 
ganizing and coordinating the civic 
resources that are available in near- 
ly every city, a public health 
achievement for which Peoria won 
a place on the National Health 
Honor Roll in 1942 and 1943. 
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SINCE THE EARLY DAYS of the Commission 
on Hospital Care it has been known that 
Michigan’s inventory of hospital facilities 
would be completed ahead of those in other 
states. Results have been awaited somewhat 
anxiously, for such complete information 
never had been compiled in an area of like 
size and in such detail. The inventory is now 
complete and reported herewith. A survey 
based on this inventory is yet to be finished. 
The basic statistics indicate no startling new 
pattern of need for hospital facilities, but this 
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does not detract from their value. ‘They form 
a solid foundation for planning Michigan’s 
future hospital plant. ‘They record the kind 
of hospitals now used, according to size, type 
of services and ownership. Especially prac- 
ticable are figures on the per-patient person- 
nel requirements and per diem costs of opera- 
tion as a warning to those who would build 
without careful study of these vital factors. 
The inventory has a second value as a guide 
for those in many states who still have this 
work to do.—THE Eprrors. 


























The STATISTICAL PICTURE OF 
~ MICHIGAN HOSPITALS 


Sika COMMISSION ON Hospital Care 
is conducting a statewide hos- 
pital survey in Michigan. The com- 
mission realized that a careful and 
thorough inventory of present hos- 
pital facilities would have to be 
completed before beginning to plan 
for an integrated system for Mich- 
igan hospitals. This inventory phase 
of the Michigan survey has been 
completed. 

Reports were received from 439 
institutions which were thought to 
be giving some type of hospital care. 
Of the hospitals queried, 97 per 
cent submitted schedules. These in- 
stitutions contain 49,957 beds or 99 
per cent of the total beds listed for 
the inventory. Included were Gen- 
eral, nervous and mental, tuber- 
culosis and certain other types of 
special hospitals together with ma- 
ternity homes and homes or hospi- 
tals for chronic or convalescent pa- 
tients. 

Twenty-nine hospitals with 10,369 
beds were not asked to submit 
schedules because it was felt they 
did not serve the varied hospital 
needs of the general public. These 
hospitals were either federal, prison, 
reformatory or epileptic institu- 
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tions. ‘The accompanying table 
shows the type of tabulations ob- 
tained from the collected data. 
These and a few additional data 
are the basis for the following 
analysis. 

Sima!l hospitals—The small hospi- 
tal must definitely be considered in 
any state planning. In Michigan 52 
per cent of the hospitals have less 
than 25, beds and contain only about 
5 per cent of the 49,957 beds inven- 
toried. The location of these insti- 
tutions is important; they are meet- 
ing a definite demand in Michigan. 
Consideration must be given to the 
need they are now filling and should 
meet in the future in solving the 
hospitalization problem. 

Government hos pitals—Approx- 
imately two-thirds of all beds in 
Michigan are in hospitals operated 
by state, county or local govern- 
ments. Slightly more than half of 
these beds are in nervous and men- 
tal hospitals. Of the remaining gov- 
ernment beds, about.60 per cent are 
in general hospitals and 40 per cent 
in tuberculosis and all others. ‘These 





figures emphasize the need for close 
government cooperation to assure 
successful planning. 

Nervous and mental and tuber- 
culosis hospitals—There is consider- 
able discussion today concerning 
proper and adequate care for the 
mentally ill. Authorities have be- 
gun to support rather vigorously 
the idea that more nervous and 
mental patients should be treated 
in the general hospital. It is believ- 
ed that such care would be partic- 
ularly good for the patient. It 
should also be helpful to physicians, 
especially those who have not treat- 
ed such patients in the past. 

At the present time only 3 per 
cent of the beds in general hospitals 
in Michigan are allotted for the care 
of nervous and mental patients. 
When we analyze the nervous and 
mental discharges from all types of 
institutions we find that 41 per cent 
of them are reported by general hos- 
pitals. The amount of service ren- 
dered ‘is usually measured in terms 
of patient days; 7.8 per cent of the 
nervous and mental patient days 
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are reported by general hospitals. It 
would appear from these figures 
that general hospitals in Michigan 
are caring for a large number of 
nervous and mental patients but 
that these patients stay in the hos- 
pital a relatively short time. The 
patients’ short stay may be due to 
early and good therapy which pro- 
motes a rapid recovery. It is more 
probable, however, that this type of 
patient stays only a short time be- 
fore he goes to the state institution. 
Analysis of the inventory figures re- 
veals that the mentally ill are being 
taken care of in the general hos- 
pitals in Michigan. All general hos- 
pitals do not admit these patients— 
84 per cent of the admissions are 
to government general hospitals, 15 
per cent to non-profit and less than 
1 per cent to proprietary institu- 
tions. The fact that nervous and 
mental patients are being admitted, 
plus the recent advances in the ther- 
apy for these patients, strengthens 
the theory that the mentally ill can 
be treated satisfactorily in the gen- 
eral hospitals in Michigan. If this 
is a correct deduction, the inventory 
shows a need for careful planning 
of facilities for nervous and mental 
patients in all general hospitals, par- 
ticularly non-governmental. 


The same type case can be built 
for the care of the tuberculous in 
Michigan general hospitals. A total 
of one per cent of the general hos- 
pital beds are allotted for these pa- 
tients; 34 per cent of all tuberculosis 
discharges are reported by general 
hospitals together with 33 per cent 
of the tuberculosis patient days. 
Nonprofit proprietary general hos- 
pitals reported a very small amount 
of care. More than go per cent of 
the care reported in general hospi- 
tals for tuberculous patients was re- 
ported by the governmental gen- 
eral hospitals. 

Hospital use—It is necessary in 
planning to know the hospitals per- 
sons use. On an average day in 
Michigan, there are 33,727 persons 
in all types of hospitals. This rep- 
resents, fortunately, only 0.64 per 
cent of the state’s total population; 
16,155 are in nervous and mental 
hospitals, 12,218 are in general hos- 
pitals, 2,838 are in tuberculosis hos- 
pitals and 2,516 are in institutions 
of other types. 

Although almost 50 per cent of 
hospitalized people on a given day 
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are in nervous and mental hospitals, 
it is brought about by the long 
length of stay for these patients. A 
total of 522,124 admissions were re- 
ported by general hospitals as com- 
pared to 8,457 by nervous and men- 
tal institutions and 3,975 by tuber- 
culosis institutions. 


Generally speaking, it can be said 
that about one person in 10 can ex- 
pect to be admitted to a general hos- 
pital in a given year. Since more 
than two-thirds of all admissions to 
general hospitals in Michigan were 
reported by nonprofit institutions, 
the chances are two to one that the 
one patient out of 10 to be hospital- 
ized will go to a nonprofit hospital. 
These figures show that nonprofit 
hospitals give care to most of the 
general public in Michigan, but 
that governmental hospitals give a 
greater amount of care, measured in 
total patient days, to a smaller seg- 
ment of the public. 

In discussing a hospital plan for 
the state of Michigan these figurés 
help to point up the problem of 
mental disease. These total figures 
do not aid materially in local plan- 
ning, but in statewide planning 
they are a reminder that the tuber- 
culous and the mentally ill consti- 
tute one of the biggest hospital 
problems. No plan can be complete 
without considering provisions for 
these patients. These figures also 
show the necessity for evolving a 
state plan that will enlist the co- 
operation and participation of non- 
profit hospitals. Since the majority 
of the public go to these institu- 
tions, lack of cooperation on their 
part could materially disrupt the 
program. 

Births and deaths—Birth and 
death statistics are helpful in state 
planning, particularly in view of 
the new relationship which has been 
attached to the basing of total gen- 
eral hospital need on total births 
and deaths. As the so called bed- 
death ratio is refined and proved, 
the tabulation of hospital births 
and deaths will assume greater im- 
portance. It is these figures that will 
assist in determining the ratio for 
planning general hospital needs in 
an individual state. 

There were 97,734 births report- 
ed for the year by Michigan hospi- 
tals. This represents 86 per cent of 
the 113,586 births which was the 
total number registered for the 


state. A total of 69,640 or slightly 
more than two-thirds of the hospi- 
tal births occurred in non-profit 
general hospitals. ‘There were 22,279 
deaths reported as occurring in hos- 
pitals for the year as compared to 
97,734 births. This figure for deaths 
is about 40 per cent of the 54,016 
deaths registered in the state. About 
46 per cent (10,208) of the hospital 
deaths were reported by nonprofit 
general hospitals. 

The ratio of deaths to admissions 
is interesting. The mortality rate 
for governmental general hospitals 
was 5.6 per cent ‘as compared to 
2.9 per cent for nonprofit and 2.1 
per cent for proprietary. For all 
types of hospitals the rate was ap- 
proximately 4 per cent, although 
there was a wide variation in differ- 
ent institutions. 

Hospital service—An analysis of 
discharges and patient days shows 
how and for what purposes hospi- 
tals are being used. These are essen- 
tial factors in hospital planning. 
There were 454,181 discharges from 
general hospitals having 25 or more 
beds in Michigan during the year. 
These same hospitals reported 4,- 
716,380 patient days of care. It is in- 
teresting to compare figures in these 
hospitals for patients, as represented 
by discharges to total service or total 
patient days. Out of every 100 pa- 
tients, 40 were general surgical, 21 
were general medical, 20 were ob- 
stetrical and 8 were pediatric. In 
other words, 89 out of every 100 gen- 
eral hospital patients were either 
general surgical, general medical, 
obstetrical or pediatric. 

A study of service shows that of 
every 100 patient days of service 
given by the general hospitals, 33 
were for general surgical, 22 for gen- 
eral medical, 15 for obstetrical and 
6 for pediatric. This total shows 
that 76 out of every 100 patient days 
were either general surgical, general 
medical, obstetrical or pediatric. 
These figures serve as a reminder 
that certain patients—orthopedic, 
chronic and convalescent, tuber- 
culosis, nervous and mental, and a 
few others—have a longer period of 
stay even in general hospitals. 
While they represent only 11 per 
cent of the patients, they constitute 
24 per cent of the patient days. 

It is generally conceded that more 
beds are needed for this group of 
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patients, particularly the chronic 
and convalescent. Since the data 
emphasize the increased length of 
stay over the other types of cases, 
careful consideration must be given 
to planning facilities which will be 
feasible financially for them. 


Personnel and expense—It is im- 
portant to know the number of per- 
sons required and the cost of oper- 
ating the hospital facilities being 
planned. Of the 439 hospitals sur- 
veyed, 373 submitted data on per- 
sonnel. Reported working in these 
same institutions were 28,626 full- 
time paid, 3,587 part time paid, and 
4,205 volunteer personnel. A total 
of 215 general hospitals reported 
20,501 fulltime paid employees. 
These same hospitals had an aver- 
age daily census of 12,160 patients. 
On an average in Michigan general 
hospitals it required 124 fulltime 
paid persons to maintain service for 
each occupied hospital bed. These 
figures represent wartime figures. 

A total of 157 of the 244 general 
hospitals reported complete ex- 
penses. Most of the hospitals which 
did not report these figures were 
those with less than 25 beds, par- 
ticularly the proprietary ones. The 
reporting hospitals indicated a 
total expenditure of $43,636,000 
and $4,168,669 patient days. The 
average per diem cost for these hos- 
pitals was almost $10.50. The per- 
sonnel and expense data emphasize 
the importance of considering care- 
fully the cost of maintaining hos- 
pitals when they are being plan- 
ned. The persons interested in 
building hospitals in these commu- 
nities should be informed about the 
cost of maintenance and the rather 
large need for personnel to assure 
proper operation. 

In presenting these data obtained 
by the inventory of hospitals in 
Michigan an effort has been made 
to present briefly some of the inter- 
esting facts noted and their prob- 
able application. Intelligent plan- 
ning for adequate hospital service 
in a state has to be done in the area 
where the actual building is to be 
constructed. To do this, the data 
on the individual hospitals already 
in operation must be analyzed and 
related to the other determining 
factors. As a part of the planning, 
however, it is essential to consider 
the facts made available by the 
tabulation of state inventory data. 
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Summary of patient services, classified by ownership, medical type and 
size of hospital 


SUMMARY OF PATIENT SERVICES 





Ownership 

Medical Bed Births | Deaths 
Type and Size Com- Ad- Patient | Average jin Hos-\in Hos- 
plement| missions Days Census | pital | pital 








Non-Governmental 


Non-Profit 
General 


Less than 25 beds 12,234 66,836 
25 to 49 beds 29,309, 210,322 
50 to 99 beds 49,135| 389,324 
100 to 259 beds 137,605| 1,137,497 
250 to 499 beds 92,609} 877,715 
500 and over beds 35,649; 320,851 


Maternity 322 2,920 8.0 
Other Special 5,333} 103,216) 282.8 
Nervous and Mental 1,107} 258,152) 707.3 
Tuberculosis 1,002} 117,461; 321.8 
Chronic & Convals. 705 36,340 99.6 3 

Total Nonprofit 365,010] 3,520,634] 9,645.6/69,992| 10,939 








Non-Governmental 
(Cont'd) 


Proprietary 
General 
Less than 25 beds 15,771 115,705 

25 to 49 beds 10,953 52,857 
50 to 99 beds 7,937 60,719 
100 and over beds 4,451 29,270 


Maternity 
Less than 25 beds 1,536 12,409 
25 to 49 beds 
50 beds and over 


Chronic & Convals. 
Less than 25 beds 762| 1,038 119,588 
25 and over beds 561 516 28,116 


Other Special 201} 1,177 24,166 
Nervous and Mental 226; 1,103 45,637 
Tuberculosis 180 420 56,611 














Total Proprietary 3,346| 44,902 545,078 





- Chronic & Convals. 529 603} 136,570; 374.2 


Governmenta! 


General - 
Less than 25 beds 346) 9,544 81,533) 223.4 
25 to 49 beds 473) 12,105 87,832) 240.6 
50 to 99 beds 688) 21,756} 152,293) 417.2 
100 to 249 beds 1,100} 33,354) 288,453) 790.3 
250 to 499 beds 425| 13,867 109,608; 300.3 
500 and over beds 4,785| 35,845) 478,888) 1,312.0 

Contagious 226) 1,603 21,691 59.4 

Other Special 1,708} 7,322) 433,265] 1,187.0 


Nervous and Mental 
City-County 3,791; 1,258 4,326 11.9 
State 16,474| 4,989) 5,588,575|15,311.2 


Tuberculosis 
City-County 1,900} 1,858} 576,648) 1,579.9 
State 885 695} 285,103) 781.1 


Total. Governmental 33,330)144,799| 8,244,785/22,588.5|18,382| 9,885 























Total All Hospitals 49,957|554,711|12,310,497|33,727.4|97,734|22,279 











CREDIT TECHNIQUE: |! 





BUSINESS APPROACH Js Basic 
To a Sound FINANCIAL POLICY 


OSPITAL ADMINISTRATORS TODAY 
H need a thorough understand- 
ing of the financial basis of success- 
ful business operation. This is espe- 
cially true in the non-tax supported 
or private-charitable institutions. 


The administration of a hospital 
is truly a business venture. As in 
any business, a hospital has some- 
thing to sell the public—good medi- 
cal-surgical care of the sick. To do 
this job well, adequate funds must 
be available. At the present time 
the majority of non-tax supported 
institutions are dependent upon in- 
come from endowment funds, indi- 
vidual gifts and donations from 
local organizations to aid in mak- 
ing up their steadily increasing defi- 
cits. In general these sources of 
funds are decreasing. This fact, 
plus rising operational costs, pre- 
sents a rather difficult problem. 


Most hospitals would find it 
worthwhile to review their present 
financial systems and make plans to 
establish a sound future financial 
program. Undoubtedly, one of the 
most neglected but foremost points 
to be considered in such a review 
is the institution’s credit policy. 

A sound credit policy is one of 
the important factors in the effi- 
cient administration of a hospital. 
In a well-operated business, receiv- 
ables are always in healthy shape. 
Depending upon the volume and 
type of business and previous ex- 
perience, a specified amount of ac- 
counts receivable should be estab- 
lished. When this established figure 
is exceeded, constant qualified at- 
tention should be given to collec- 
tions. Unless this is done, the re- 
ceivables first begin to drag slowly 
and then after a period of time the 





From an address given by Dr. Duden 
at the New England Hospital Assembly, 
Boston, March 11-13, 1946. 
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drag becomes so evident that a cli- 
max can be anticipated. 

When merchandise is sold, the 
gross profit is taken into the profit 
and loss account. This is so with 
every line of business with the ex- 
ception of a few installment furni- 
ture houses which make a practice 
of setting up a figure equivalent to 
the mark-up as unrealized profit. 
Actually, the gross profit is not 
earned until the account is col- 
lected. The longer the terms of 
sale, or the collection period, the 
more important collections become. 

Along with certain balance sheet 
proportions, which must be kept in 
line for sustained successful opera- 
tions, is the relationship of sales 
and receivables known as the aver- 
age collection periods. Each year 
many concerns fall by the wayside 
as a result of heavy losses from 
bad debts. 


Ever increasing business will al- 
ways be the goal of all organiza- 
tions. But in the process of contin- 
ued expansion all enterprises, to be 
successful, must guide their policies 
with a clear understanding that 
increased business must be accom- 
panied by a healthy collection pe- 
riod and sufficient working capital. 

When a concern is transacting a 
heavy volume of business, a strain 
is set up and continued operation 
can be maintained only under a 
delicate balance: the relationship 
between the income and outgo of 
funds. The period between the day 
funds are taken in and the day the 
same funds are disbursed is very 
short and nothing can disturb that 
balance without having a vital 
effect upon the business. 

Thus, an intelligently conducted 





credit department is important to 
the well-being of the hospital. How 
closely should the administrator 
and the credit department work to- 
gether? The answer to this question 
may vary from one institution to 
another. General principles will re- 
main the same, but the methods of 
handling will vary. Certainly the 
same procedures would not be ap- 
plicable in two hospitals—one of 
which has only a few ward beds 
and a majority of semi-private and 
private rooms, and the other with 
just the reverse accommodations. 

In the type of hospital with 
which I am associated (a private 
charitable, teaching hospital with 
a majority of public ward beds and 
relatively few private or semi-pri- 
vate accommodations), it is essen- 
tial that the administration work 
very closely with the credit depart- 
ment. Experience has revealed that 
it is a good business policy for the 
administrator or his assistant to re- 
view daily the in-patient accounts. 
To facilitate such a procedure it is 
necessary that the credit office sub- 
mit a daily listing of all of the ac- 
counts of patients who were ad- 
mitted on that particular day of 
the previous week. In other words, 
all patients admitted on Monday 
and still in the hospital on the 
same day a week later will be listed. 

This is not too formidable a task 
as the necessary information is 
available on the patient’s master 
posting card and can be transcribed 
readily to a printed form which 
provides the following information: 

1. Name. 

2. Ward. 

3. Daily rate. 

4. Guarantor, if any (Blue Cross, 
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industrial accident insurance, other 
insurance, state or city agencies). 

5. Amount due from guarantor. 

6. Amount due from patient. 

7. Amount paid and date. 

8. Date of discharge. 

9. Balance due on discharge. 

In reviewing these listings, spe- 
cial attention is given to the ac- 
counts in which the patient or his 
relatives are responsible. This 
group is scrutinized closely to sort 
out the good accounts from those 
that are questionable. It is here 
that potential bad debt losses exist 
and understanding credit analysis 
and study will prove helpful in ob- 
taining the best results. This is the 
time to make allowances, adjust 
charges, and have a clear under- 
standing of payments with the pa- 
tient or his relatives. Such listings 
must be kept up to date and be 100 
per cent accurate in order to be of 
any value to both the administrator 
and credit department. Errors in 
posting amounts due or paid, fail- 
ure to change rates or other reasons 
may be embarrassing to both the 
administrator and the credit office. 

In the case of patients who stay 
less than one week in the hospital 
and whose financial arrangements 
are not completed and others who 
may have a balance due at the time 
of discharge, it is essential that the 
credit office make sure that some 
definite plan for payment is out- 
lined before the patient is allowed 
to leave the hospital. Such cases 
should be brought to the attention 
of the administration and settled 
before discharge. 

Aside from the above mentioned 
inpatient accounts, the credit de- 
partment should, at regular inter- 
vals, furnish the - administration 
with an analysis of receivables, 
made up of discharged patient, out- 
patient and private-ambulatory ac- 


PATIENT'S 
NAME 


Peter Roe 
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counts. In such a listing the names 
should be arranged alphabetically 
and the balances divided into age 
groups—such as charges go days old, 
30 to 60 days, 60 to go days, and 
over go days. The number and 
amount in each age grouping col- 
umn will reflect the performance of 
the credit department in its han- 
dling of these accounts and permit 
clearer discussion as to the reasons 
for the account being in such a 
condition. 


Such an analysis furnishes the 
administrator and management 
with a summary of the receivables 
and enables an estimate to be made 
of the amount to be collected dur- 
ing the month from this group. 
This would permit the establish- 
ment of a collection quota for each 
month to be based on a certain 
percentage of the total outstanding 
accounts. 


This group of accounts presents 
an unusual challenge to the credit 
department in that it represents for 
the most part overdue accounts and 
an assortment of reasons for de- 
linquency. 

Firm but courteous treatment 
should collect a considerable num- 
ber of these accounts. However, it 
may be necessary that stronger ac- 
tion be taken to salvage the balance 
which the credit department has 
been unsuccessful in collecting. Cer- 
tainly, during this period in which 
the credit department is attempting 
to collect these accounts, the ad- 
ministration should be informed of 
what action is being taken and 
what is planned for the future. 

This stage in collection treat- 
ment brings up the question of how 
far the hospital should go in refer- 
ring overdue accounts to an outside 
collection agency or legal action. It 
is extremely important for hospi- 
tals to maintain the goodwill of 


AMOUNT DUE 


GUARANTOR 


FROM 
GUARANTOR 














the public and much damage can 
be caused by poor collection work 
on the part of an agency or attor- 
ney. If the policies of the hospital 
permit the use of such outside 
agencies, it would seem advisable 
for these accounts to be reviewed 
and approved by the administrator 
before releasing them to any agency. 

In considering the type of agency 
to use, I would recommend an or- 
ganization that is well established 
and specializes in the medical and 
hospital fields. Such an organiza- 
tion would have accumulated ex- 
perience in dealing with the public 
and have encountered most of the 
objections that people raise when 
confronted by an overdue hospital 
bill. 

The specialized handling by the 
agency should result in collection 
of 75 per cent to 80 per cent of the 
accounts assigned to it. The re- 
maining accounts should be con- 
sidered for charging off as a bad 
debt loss or referred to an attorney 
on a contingent-fee basis. This 
means that the attorney for his ef- 
forts would retain a certain per- 
centage of the amount collected, 
the percentage to be a figure that is 
agreeable to the hospital and to 
him for this type of service. 


By working together, the admin- 
istrator and credit department can 
maintain an efficient rate of collec- 
tion on the hospital receivables. 
The point at which the credit de- 
partment enters into the handling 
of the receivables is important, but 
will vary with the administrative 
procedure of each hospital. The 
ideal situation would bring the 
credit department into the picture 
as promptly as possible so that it 
could evaluate the credit risk of 
each patient before the charges had 
risen to the point of being a collec- 
tion problem and potential loss. 


PAYMENT DATE | BALANCE 
OF DUE ON 


FROM Dis. ols. 
PATIENT AMOUNT DATE CHARGE 


REVIEW of inpatient accounts is expedited when the credit office submits lists of patients remaining in the hospital a week or more. 
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CREDIT TECHNIQUE: II 





PAYMENT CONTROL Through 
Study of Risks AT ADMISSION 


ECAUSE A HOSPITAL must admit 
B all patients requiring hospital 
care, it is important to place each 
case in its proper category at the 
time of admission or as shortly 
thereafter as possible. Within 24 
hours after admission, a substantial 
majority of Hartford Hospital pa- 
tients have been completely investi- 
gated by the credit department. We 
know not only who is paying the 
hospital bill, but when or how it 
is to be paid. 

At the time of admission our ad- 
mitting office refers any question- 
able cases to the credit department 
for determination of status and I 
might add that we are entirely de- 
pendent upon the cooperation of 

_ the admitting office to select these 
questionable cases for us. Any that 
might be missed at this point are 
not picked up for investigation by 
us until after they have been ad- 
mitted. 


Patients who appear to be able 
to pay semi-private or cost rate and 
are referred for or request ward 
service are sent to us for question- 
ing. Also patients who are referred 
for or request ward service and are 
covered by hospitalization insur- 
ance are sent to us to determine 
status. 

Semi-private and private patients 
who appear to be unable to pay 
these rates or who owe us or other 
hospitals for previous admissions 
are referred to the credit depart- 
ment. The admitting clerk obtains 
this information from the patient 
or the party accompanying the pa- 
tient by direct questioning. Some- 
times these admissions are approved 
for semi-private or private accom- 


From an address given by Mr. Gid- 
man at the New England Hospital 


Assembly, Boston, March 11-13, 1946. 
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modations as requested by the re- 
ferring doctor, but payment ar- 
rangements are made in advance 
by the credit department. Others 
that are still questionable after we 
have discussed the matter with 
them are referred to the assistant 
medical director in charge. of ad- 
mitting. He and the referring doc- 
tor agree on a solution. 

All accident cases, either com- 
pensation or liability, are thor- 
oughly investigated by my depart- 
ment on admission. We obtain the 
employer’s name and the name of 
the insurance carrier on all com- 
pensation cases. If a liability case, 
we take the names of the owner 
and the operator of vehicle or ve- 
hicles involved in the accident or 
the owner of the property on which 
the accident occurred. We also get 
the name of the liability carrier or 
carriers. 

In the event there is no insurance 
on an accident case we either make 
arrangements with the patient to 
pay his own bill or notify the city 
or town from which he comes to 
accept as a City, state or town case. 
Should there be future liability re- 
covery on any case that has been 
paid by the city, state or town we 
collect the bill from the carrier at 
the liability rate and refund the 
city, state or town. Accident cases 
admitted after hours when the cred- 
it department is closed, or those on 
which we are unable to obtain com- 
plete information at the time of 
admission, are admitted to the gen- 
eral ward service and are trans- 
ferred to semi-private compensation 
or liability accommodations as soon 
as their status has been determined. 





The assistant medical director in 
charge of admitting assigns these 
cases as semi-private cases to the 
doctor on service in the ward. 

We feel there is an important 
lesson to learn from our experience 
in the settlement of liability cases 
by compromise. A patient’s attor- 
ney might request us to compromise 
a case for one of several reasons. 
We request a complete list of all 
bills and expenses including his 
legal fees, together with the amount 
each of the creditors is willing to 
accept as a compromise. If all cred- 
itors are accepting the same _ per- 
centage of reduction as the hospital 
we usually compromise the account. 
Our experience along these lines 
has been most satisfactory. 

Patients who claim to be city, 
state or town cases and have no 
note of authorization from either 
the first selectman or the welfare 
department are sent to us to be 
questioned. Any patients claiming 
to be state cases are referred to us 
to ascertain what state agency is 
responsible for the payment of their 
hospital bill. 

These state agencies are: The De- 
partment of Child Welfare, which 
pays for state and county wards; the 
Connecticut Children’s Aid Society, 
which takes care of children board- 
ed out and out-of-wedlock mothers 
and their children; State Aid to De- 
pendent Children, which pays for 
widows, children of widows and 
families of incapacitated fathers, 
and State Old Age Assistance which 
pays for all persons receiving old 
age assistance. 

Quite often we find patients in- 
sisting they are receiving old age 
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assistance when being admitted and 
when we question them we find 
them to be receiving social security 
benefits. They must, therefore, pay 
their own bills or be made city, state 
or town cases. 

Obstetrical clinic cases are in- 
vestigated by our social service de- 
partment before they are allowed 
io attend the clinic. Several years 
ago we instituted a prepay budget 
plan for patients attending the pre- 
natal clinic and the majority of 
these cases have paid their bill 
either partially or in full while 
attending the clinic. Those who 
have paid little or nothing on the 
budget plan are referred to the 
credit office at admission to arrange 
payment of their account. If they 
are unaccompanied emergency ob- 
stetrical cases, they are admitted 
without stopping and we contact 
the patient’s husband later. 

The admitting office checks with 
my department on all EMIC cases 
to see whether or not we have re- 
ceived an acceptance from the State 
Board of Health. When no applica- 
tion has been received we either 
take one at admission or at a later 
date if the patient is an emergency 
case. If semi-private cases request 
us to file EMIC applications we 
contact the patient’s doctor before 
taking the applications as some of 
our doctors do not handle EMIC 
cases. 

All American Red Cross cases are 
checked on admission to make sure 
the Red Cross is accepting them. 
When we are unable to reach the 
Red Cross we admit the patient to 
the general ward and instruct some 
member of the patient’s family to 
contact the Red Cross immediately. 
We then place a close follow-up on 
this matter. 

Most cases paid for by the Divi- 
sion of Crippled Children of the 
State of Connecticut are authorized 
by them prior to the patient’s ad- 
mission to the hospital. 

During the war years, a large 
number of Jamaicans were employ- 
ed in the Hartford area. Frequently, 
they were referred to Hartford Hos- 
pital for treatment when ill. Some 
were employed by the War Man- 
power Commission and others by 
the War Food Administration. 
Those employed by the latter agen- 
cy usually arrived at the hospital 
with an authorization for care 
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which was paid by the government. 
The others had to pay their bills 
individually. When they were un- 
able to pay before discharge, we ob- 
tained wage assignments. 

Our ward tonsilectomy cases are 
interviewed by the credit depart- 
ment at the T. & A. clinic and are 
accepted or rejected at that time. 
If they are covered by hospitaliza- 
tion insurance, we accept an as- 
signment and collect the part not 
covered by the insurance on dis- 
charge. Otherwise the admitting 
clerk collects in advance the esti- 
mated bill for a two-day stay in the 
hospital and they are not referred 
to us. 

Exodontia cases requesting ward 
service are booked in advance but, 
before booking them, the admitting 
office gets the approval of the credit 
department. When admitted, un- 
Iess covered by hospitalization in- 
surance, we collect in advance the 
estimated bill for a two-day stay. 

All patients claiming to be war 
veterans are interviewed by the 
credit department on admission to 
ascertain whether the illness is serv- 
ice-connected or non-service-con- 
nected. If service-connected we no- 
tify the Veterans Administration in 
Newington and, if the patient is 
movable, an ambulance is sent for 
him. If he is unable to be moved, 
the Veterans Administration ac- 
cepts the case and sends us the bill- 
ing forms. When the veteran’s ill- 
ness is non-service-connected it is 
























































necessary for him to furnish his own 
transportation to the Veterans Hos- 
pital in Newington. In the event 
he has no funds to pay for his trans- 
portation, the city of Hartford fur- 
nishes it. When his illness is non- 
service-connected and he cannot be 
moved, we must look to him to pay 
his own bill or notify the Connecti- 
cut Veterans Home Commission. 


We have recently been having a 
great many admissions of the fami- 
lies of ex-service men who are with- 
out funds for hospitalization. In 
Connecticut we are very fortunate 
in having a department called “The 
Soldier’s, Sailor’s and Marines’ 
Fund.” It accepts all such cases that 
are needy. It is necessary, however, 
for us to see that the veteran goes 
to the statehouse to file an applica- 
tion for this aid. 

Needy cases which are admitted 
to the hospital as ward patients and 
are not eligible for city, state or 
town aid, are investigated by either 
the credit or social service depart- 
ment and if found to be worthy of 
aid we then contact either the busi- 
ness ‘manager or his assistant and 
recommend charitable rates or al- 
lowances. ‘There are also those pa- 
tients admitted to the ward service 
on free beds administered by local 
churches and organizations. They 
usually bring a note of authoriza- 
tion with them on admission. 


For 11 or 12 years Hartford Hos- 
pital has been a member of the 
Hartford Credit Rating Bureau. 
All admissions, where we expect 
the patient or a guarantor to be 
responsible for payment of the bill, 
are checked with this bureau as 
soon as possible after the patient 
has been admitted. The usual file 
report suffices in most instances. In 
out of town cases, however, we 
frequently obtain special service 
reports to ascertain the paying hab- 
its of the patient or the guarantor. 
When we discover a semi-private 
or private patient to have an un- 
satisfactory credit rating, we dis- 
cuss the matter with the attending 
physician and reach an agreement 
about our approach with either the 
patient or his family. As a result, a 
plan for payment of the bill, satis- 
factory to all, is usually reached. 
We sincerely recommend that every 
hospital join its local credit rating 
bureau. 
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CREDIT TECHNIQUE: III 





MECHANICS of Collecting 
Those Borderline ACCOUNTS 


HE FUNDAMENTALS OF credit 
Aigiintag are basic, but the meth- 
ods and instruments we use are 
many and varied. It is these meth- 
ods of mechanics that I would like 
to discuss, particularly as they refer 
to the operation of the credit de- 
partment at Salem Hospital. 

First I would like to sketch the 
inception and growth of the credit 
department over a period of three 
years. When I came to Salem Hos- 
pital in 1934 it really had no credit 
department. While it had a credit 
manager, the position was actually 
occupied by a clerk in the business 
office who handled the accounts 
and correspondence, but who had 
no private office, no equipment and 
had to talk business and private 
matters in the presence of others. 
This created many unnecessary 
problems and particularly created 
much ill will among patients, and 
certainly was a factor in public re- 
lations. 


The first logical step was the set- 
ting up of a credit department that 
had access to the business and the 
admitting offices and still insured 
privacy for the patient. Fortunately, 
we were able to persuade the di- 
rector to sacrifice his office. We were 
able to make three offices of it: The 
admitting department, credit de- 
partment and, in between, a small- 
er office for a secretary. These offices 
have connecting doors and even 
panels in the walls so that each of 
us can communicate very easily 
with the others and patients have 
easy access either way. This has 
been a decided asset towards the 
smooth operation of these two de- 
partments. 

This close cooperation between 

From an address given by Mr. Sea- 


man at the New England Assembly, 
Boston, March 11-13, 1946. 


56 


CHARLES D. SEAMAN 


FINANCIAL SECRETARY, SALEM (MASS.) HOSPITAL 


the admitting staff and the credit 
personnel is vital if adequate credit 
controls are to be maintained. Ad- 
mitting officers should be consid- 
ered key persons in hospital admin- 
istration, for they have first contact 
with the patients and can usually 
flash any danger signals that they 
detect. 

We purchased suitable files into 
which we transferred every account 
in the open ledgers that was 30 days 
overdue regardless of the type of 
account. This gave us a_break- 
down of all overdue accounts and 
being arranged from A to Z they 
were much easier to follow. Our 
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BUDGET books are like those used by banks 
for Christmas and vacation savings clubs. 





follow-up collection cards were 
miniature replicas of the patient’s 
ledger cards. With balance and 
other essentials transferred, it no 
longer was necessary to remove 
ledger cards from the accounts re- 
ceivable file. The follow-up collec- 
tion cards that we developed are 
in four different colors. 

White is for a patient who needs 
an extra month or two to settle his 
account, or one which I want par- 
ticularly to follow. Green is for 
budget accounts. Red is for acci- 
dents and estates. Blue is for those 
accounts that have been charged off 
our books and have been referred 
to our attorney for collection. The 
latter are kept in our collection file 
until the account is remitted in full 
or is returned as uncollectable. It 
is very easy to write off accounts, 
take them out of the open ledger, 
and then. promptly forget about 
them. If they are in a follow-up 
file along with others, they can be 
followed routinely and will not be 
overlooked. This is a point well 
worth considering. 

These various colored collection 
cards have many advantages. It is 
easy, for example, to pick out the 
green (budget) cards, which we do 
every Wednesday morning, and 
write to those who have not paid. 

In order to keep this collection 
file up to date, our head bookkeeper 
sends to me daily the ledger cards 
of patients recently discharged and 
I note those that I wish to have 
transferred. This takes only a few 
minutes each day. Cash is checked 
daily from the cash sheet, so that 
at all times we are right up to date. 

There are two other important 
items in the mechanics of collecting 


HOSPITALS 





Dare eee 


PS Raps ie eit 


ae eee 


2 CN ar A A I Ale GEE RR Be 





Potisinciil 


peer hien core eyRERINTS 


pS At Sores ee > 


SENN OBE ASIEN 


labial hae 


SAP AE RIS 


Wifi A Miteaesecet cae 


op UNL HEPA 











eat ee ee 


Sse 


Strikes ANSON Aisin neha anh Em 


Ly 
‘ 
3 

4 A 

a 

x * 











SNE CDOT 


ist 





mon Bare HE MEPL SOT gg 


accounts—a system for collection on 
a budget plan basis of payment and 
the ageing analysis. 

The budget plan system at Salem 
Hospital operates exceedingly well 
for us and we believe it will work 
almost anywhere if properly organ- 
ized. 

As a department store credit 
manager, I had had an excellent 
opportunity to see the value of an 
efficient collection system and the 
workings of a budget plan. I there- 
fore recommended a similar plan 
for hospital accounts and arranged 
with the cashiers at one department 
store to accept payments for hospi- 
tal patients. 

Hospitais are usually built away 
from the business centers. It is nec- 
essary for many people, if they pay 
direct, to take a bus or go to the 
postoffice or bank for a money order 
or a check. It is much more con- 
venient for them to pay hospital 
bills at a downtown store or bank. 
This is an important factor in the 
mechanics of collecting accounts, 
and I am convinced that almost any 
department store or bank would 
cooperate. 

As for the ageing analysis, it is a 
very important credit control; I per- 
sonally would not wish to tackle a 
collection job without it because 





it reveals so much and it is an in- 
dispensable guide. The ageing sheet 
shows by months every account we 
had on our books (but with the 
exception of inpatient accounts) as 
of December 31. This shows a 
breakdown of every month in the 
preceding year and every account 
that has an unpaid balance and the 
month for which it is owed. This 
ageing analysis is done monthly at 
Salem Hospital. 


What purposes are served by the 
ageing analysis? First, we use it for 
setting up reserves for bad debts 
and they are figured on the results 
shown each month. We set up a 10 
per cent reserve for accounts three 
months overdue, 25 per cent for 
those six months overdue, 50 per 
cent for those nine months overdue, 
and 100 per cent for those that are 
owed for a year or longer. 


This ageing analysis also shows 
how, by allowing accounts to be- 
come slow, they cause losses. It in- 
dicates that there is a direct rela- 
tionship between this slowness and 
losses. It shows the direct relation- 
ship between slowness of accounts 
and extra bookkeeping and collec- 
tion costs. It shows the proportion 
of frozen assets in accounts receiv- 
able, assets that might be turned 
into cash more quickly. It could 





show up the failure to take more 
cash discounts. 

On June 30, 1943, which was 
about the time that I became asso- 
ciated with Salem Hospital, re- 
serves for bad debts amounted to 
$7,121. On December 31, 1945, they 
had been reduced to $1,317. 

On June 30, 1943, we had 70 
accounts totalling $4,136 that were 
one year or more past due. On De- 
cember 31, 1945, we had two ac- 
counts amounting to $104. On June 
30, 1943, We had 181 accounts total- 
ing $8,636 that were six months 
overdue. On December 30, 1945, 
there were 36 accounts amounting 
to $1,461. 

Now let us look at another link 
in the collection of hospital ac- 
counts—the personal call. When I 
make a call at the home of a former 
patient it is not for the purpose of 
arranging to collect personally, but 
to find out why payments are not 
being made. This is a great factor 
in determining the collectibility of 
certain accounts. 

It is, of course, more difficult in 
large metropolitan areas, but Salem, 
which has a population of nearly 
50,000, is not difficult to get around 
in. In fact, I consider any area with- 
in about ten miles from the hospital 
no barrier in making a call. 
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FOLLOW-UP collection cards are miniature replicas of patients’ ledger sheets and list the balance and other essential details. 
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FIREPROOF? —Report 
By an EYE-WITNESS 


ROBERT F. BROWN, M.D. 


MEDICAL DIRECTOR AND ASSISTANT ADMINISTRATOR, ST. LUKE'S HOSPITAL, CHICAGO 


OMETIME AFTER MIDNIGHT on June 
5, the Chicago Fire Department 
was notified of a conflagration in 
the lobby of the La Salle Hotel. It is 
reported that the first units of the 
fire department arrived to find the 
lobby of this 1,000 room hotel a rag- 
ing inferno; the 5-11 alarm was 
flashed to all units of the fire and 
police departments. 

Tremendous heat, toxic smoke 
and fire raced up the open stair- 
ways and elevator shafts. In less 
than two hours scores of persons 
were injured, and more than 50 
were killed—all from a fire in a fire- 
proof building. The subsequent toll 
rose to more than 60. 

About 1:30 A. M. a telephone call 
to St. Luke’s Hospital for physicians 
was relayed to me. A few minutes 
later, two doctors, a clinician and 
a hospital administrator, arrived at 
the hotel. Other physicians were 
called by the hospitals and tele- 
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phone company and arrived shortly 
afterward. 

We were led through the lobby 
and up the south marble stairway 
to the second floor by firemen car- 
rying electric torches. The formerly 
beautiful lobby was a_ blackened 
cavern of darkness. Ashes and char- 
red, broken furniture, networks of 
throbbing fire hose, smoky air and 
water over the shoe tops were all 
that remained. The marble stairs 
were crumbled from heat and we 
followed the firemen by grasping 
the fire hose which ran up the stairs. 

On the second floor the doors, 
picture moldings and floors were 
charred; firemen were breaking 
down doors. Inside several rooms 
people lay silent and face down- 
ward a few feet from their beds. 
There was no life here. 

The south stairway to the third 
floor was narrow; the walls were 
very hot and we dashed up them 


THE LOBBY of Chicago's Hotel 
La Salle tells how a ‘fireproof’ 
building can be destroyed if it 
carries inflammable furnishings. 


hurriedly. Firemen were shooting 
water from four inch hose into 
broken wall spaces. 


On this floor there were several 
injured persons. The young phy- 
sician who was with me had thought 
to bring a crayon belonging to his 
4-year-old daughter. He marked 
foreheads: “M.S. 4”; °“M.S. 14”; 
“Dead.” And so on interminably— 
onward and upward floor after 
floor. In one corridor five persons 
lay dead—on their faces—stricken as 
they left their rooms trying to 
escape. On a canopy outside a lower 
floor five dead lay in varying dis- 
habille. There were also two injured 
here who were given morphine and 
sent on their way to hospitals. 


Hours later, just before dawn, we 
returned to the street. Now we were 
first conscious of the tremendous 
organization which had functioned 
through the night. Around the 
building were flood lights; towering 
ladder trucks and thundering motor 
pumps. Fire chiefs were directing 
operations. 


A chief of police was dispatching 
groups of uniformed police up the 
outside fire escapes, and as we 
looked upward into the night, we 
could see the dead and injured be- 
ing carried down 10, 15 and 20 


flights. From an alley came am-. 


bulances two by two, with 10 or 12 
waiting their turn. 


Known dead were taken to a tem- 
porary morgue in the City Hall one 
block away; injured patients were 
taken to hospitals in the area. A 
police sergeant directed the ambu- 
lance drivers so that the load was 
well divided among six hospitals. 


Strings of bed clothing tied to- 
gether hung from several windows 
of the building where people had 
tried to escape and fallen to their 
deaths. 

Dawn came and with it the awful 
grief of the living for their dead. 
All day men and women came to 
the hospitals asking permission to 
see the unidentified. 

Upon our minds is engraved an 
indelible picture. One cannot but 
think of those institutions who call 
their own employees for fire control 
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before calling the fire department. 


In every hospital it should be the 
first rule that the fire department is 
notified immediately. All hospitals 
should have regular fire drills, so 
that all personnel from the admin- 
istrator through the maintenance 
staff have assigned duties in case of 
emergency. All employees in the 
hospital should be instructed as to 
location of fire extinguishers, fire 
hoses, danger points within the in- 
stitution, the need for closing doors 
and windows and all the necessary 
precautions which can do so much 
to prevent loss of life when a fire 
has been discovered. 


Let administrators ask themselves 
these questions: 

Are the fire hose which hang in 
their hospitals ready for use or are 
they rotten from age and dirt? Are 
the exit lights in accord with the 
standards of the fire department? 
A few thousand dollars is a small 
toll for steering a man to an exit 
and safety through the smoke of 
fire. 

Was more wood panelling put in 
that new office than the 10 or 15 
per cent recommended by the fire 
department? One large room of 
wood panelling, the lobby, contrib- 
uted to the death of more than 50 
persons at the La Salle Hotel. 

Have orders been issued to the 
nursing home to call the main- 
tenance department for those cigar- 
ette fires before calling the fire de- 
partment? 

Are outside fire escapes in good 
repair and ready to stand the weight 
of people escaping from disaster? 
More than 100 persons were carried 
down outside fire escapes in the La 
Salle Hotel fire. The inside stair- 
ways were partially blocked and 
dangerous from falling debris. 

The 21-story La Salle Hotel was 
built of cement, stone, steel and 
brick, but a raging inferno develop- 
ed from inflammable material with- 
in the building. Many deaths were 
caused by panic and many persons 
were trapped and killed by smoke. 

Hospital officials can not be smug 
even if their buildings are fire resist- 
ant or fireproof. Many things may 
burn inside the building such as 
furniture, draperies, gas and liquid 
chemicals and a hundred others. 
Panic and smoke are grim reapers. 
“It can happen here” should be the 
watchword. 
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PHYSICIANS EXAMINE a group of dead and injured hotel residents (above) in a corridor. 
Police, soldiers, sailors and civilians help as a victim is carried down the fire escape. 








ASSIGNED to the students’ clinic daily, the resident 
physician is available for 24-hour emergency calls. 





Guarding the Health of 
STUDENT NURSES 


C. E. COPELAND 
SUPERINTENDENT, MISSOURI BAPTIST HOSPITAL, ST. LOUIS 


OOD NURSING SERVICE in any 
G hospital depends on healthy, 
efficient and happy nurses. Since 
nurses are scarce and many hospi- 
tals use their students to provide a 
large percentage of the nursing 
service, it is sensible to try to con- 
serve the time and health of these 
students. 


A student nurse health program 
is good policy from the standpoint 
of both the student and the hospi- 
tal: her health is safeguarded, she 
has more time for study and is al- 
most always available for floor duty 
in the hospital. 


We set up a health program 
committee of eight members and 
decided to meet monthly to see 
what could be done about this 
problem. In addition to the usual 
pre-entrance examinations and com- 
plete medical examination, we in- 
stalled a schedule of medical and 
dental examinations to be given 
annually and at the completion of 
training. The students also are en- 
couraged to have dental examina- 
tions every six months. Any student 
unable to be on duty is hospitalized 
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to insure prompt care and proper 
diet. 

In addition, the health officer, 
who is a registered nurse and gives 
full time to this program, is called 
immediately when a student nurse 
is not well. The health officer has a 
resident physician assigned to the 
students’ clinic daily and he is 
available on 24 hour emergency 
calls. If the resident feels the illness 
is sufficiently serious, a staff phy- 
sician is available for consultation. 


Work and study conditions are 
properly regulated and hours of 
study, including classroom work, 
are not permitted to exceed 48 
hours a week. Fourteen days sick 
leave and 10 weeks vacation are 
granted during the three year 
course of study. Students’ weights 
are checked monthly and a complete 
health record is kept for each one. 
Condition of dining room, general 
sanitation, quality of milk, proper 
refrigeration of food and cleanli- 
ness of the nurses’ quarters are 
given regular attention. 

Now there is always the possibil- 
ity that a student’s low morale may 





be caused by some personal situa- 
tion; possibly she has been disap- 
pointed in love; she may have an 
unhappy home situation, a finan- 
cial problem, or a number of other 
problems. In order to try to over- 
come this situation, we have estab- 
lished a student counselor, with 
whom the students are urged to dis- 
cuss any personal problems which 
they may consider impossible to dis- 
cuss with the hospital administra- 
tor, superintendent of nurses or 
director of education. This student 
counselor gives her full time to the 
students when they are off duty. 
She has charge of the early morning 
chapel service and is particularly 
interested in their spiritual welfare; 
she has charge of their social activi- 
ties—arranging teas, parties, recep- 
tions, outings, picnics and also 
supervises an increasingly active 
athletic program featuring tennis, 
volley ball, basketball, swimming, 
bowling, and table tennis. 

Currently she is inaugurating a 
one hour weekly period to run for 
12 weeks and to be called our 
“Charm Hour.” The counselor is 
enlisting the services of specially 
trained people to bring these stu- 
dents specific information on such 
subjects as dress, poise, manners, 
personality development and others 
in which the students are showing 
an active interest. j 

All of these activities on the part 
of the student nurses show good 
results. Compared to the years be- 
fore this program was started we 
find that time off because of illness 
has dropped more than 50 per cent 
and is continuing to decrease stead- 
ily. Absenteeism is averaging now 
just a fraction over one-quarter of 
a day per month per student as 
against more than twice that 
amount before the program began. 

To summarize briefly, we have 
concluded that this program: (1) 
Adds greatly to the morale of the 
student, (2) Increases her loyalty 
to the institution, (3) Improves her 
grades, (4) Increases her hours of 
availability for floor duty, (5) Safe- 
guards and improves her health, 
and (6) Improves her nursing abil- 
ity. 

We are quite enthusiastic about 
this program and we believe it is 
actually paying in dollars and cents 
in addition to improving the stu- 
dent’s health and efficiency. 
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peace MEDICINE and hospital- 
ization undoubtedly are now en- 
tering the electronic era. Frank H. 
Krusen, M.D., in a recent article, 
brought out many of the possibili- 
ties of electrophysics as related to 
medicine. Some of these observa- 
tions, as they relate to the hospital 
of the future, follow. 

The hospital laboratory will be 
equipped with electronic micro- 
scopes. A few of these microscopes 
are now in service, and the poten- 
tials of magnification will probably 
be 75,000 to 100,000 times. The 
diagnostic possibilities are unlimit- 
ed of course, and they will probably 
also add a great deal to the educa- 
tional program in hospitals. The 
cost will be considerable, but every 
hospital must plan for this service. 


In our surgeries it is evident that 
quick sterilization of surgical in- 
struments and supplies will be by 
means of high frequency coils which 
will replace many of the present 
methods of sterilization. Industry 
is already using this method of 
quick heating in fractions of a sec- 
ond in welding, in the manufacture 
of plastics, in wood processing and 
many other manufacturing proce- 
dures. Flash pasteurization of milk 
can be accomplished in four-fifths 
of a second. High frequency coils 
probably will be used in lighting 
surgeries with no wiring in the 
surgery rooms and with high fre- 
quency waves lighting electric tubes 
by the wave method. Such tubes 
would be adjusted for each individ- 
ual operation. 


In the dietary department we 
have already seen extensive experi- 
ments in electronic cooking. De- 
tailed application probably will 
take many years of development, 

Mr. Heerman is president-elect of the 
Association of Western Hospitals and a 


trustee of the American Hospital Asso- 
ciation. 
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—In Tomorrows AAospital 


RITZ E. HEERMAN, FACHA 


SUPERINTENDENT, CALIFORNIA HOSPITAL, LOS ANGELES 


but certainly we can visualize a 
combination of electronic cooking 
because of the ability to heat any 
mass regardless of the thickness at 
all points at the same time. The 
main drawback to this type of cook- 
ing at the present time is the ap- 
pearance—the general browning of 
conventional cooking is not present. 
Probably a combination of the two 
where speed will preserve vitamins 
may be the ultimate answer. 

High frequency electricity prob- 
ably will be a standardized proce- 
dure in the sterilization and drying 
of dishes. I can also visualize that 
the present complaints from cold 
food will be overcome by electronics 
as certain portions of trays contain- 
ing hot food can be heated in a frac- 
tion of a second to the proper tem- 
perature just before delivery to 
the patient’s room. 

In the physical therapy depart- 
ment of the hospital there will be 
many changes under present re- 
search. Bernard Baruch has given 
an initial sum of $1,100,000 to ac- 
tivate the program of physical ther- 
apy research. Columbia, Harvard, 
Minnesota, and Massachusetts In- 
stitute of Technology, as well as 
other teaching centers, will un- 
doubtedly develop many applica- 
tions of electronics in physical 
medicine. 

One research center now has a 
100,000,000 volt electron accelera- 
tor. This device provides high veloc- 
ity electrons corresponding to volt- 
ages all the way from 2,000,000 to 
100,000,000 volts. For comparison, 
radium radiations correspond to 
about 2,000,000 volts. ‘This applica- 
tion in the heat therapy field is un- 
limited. The chemistry of protein 
molecule probably will de deter- 
mined as well as many other un- 





solved suspected facts in chemistry. 
Electronic energy may be used in 
hearing instruments and _photo- 
electric records. We probably are 
not far from actual photographic 
observation of the patient at the 
nurses’ station. 

Manufacturers and hospital ad- 
ministrators should confer on the 
need for more scientific planning 
of hospital equipment. Some of 
these equipment items are as fol- 
lows: 

Cold and Hot Applications—The 
old screw-capped ice collars and ice 
bags are antiquated and should be 
supplanted by the modern freeze 
bag that has been tested for seven 
years and used in some of the Pa- 
cific coast hospitals. A sealed rub- 
ber container, without metal parts, 
containing water and glycerin, is 
used. The liquid is sealed into the 
container by vulcanizing the intake 
hole. This liquid does not freeze 
solid, but makes a flexible, comfort- 
able, cold application which is more 
efficient than cracked ice. The con- 
tainer is cooled in a refrigerator 
with direct expansive coils in 
shelves so that the bag is main- 
tained at 22° F. 


When the nurse needs a cold ap- 
plication she removes from the re- 
frigerator shelf a container of the 
proper size and shape and applies 
it to the patient. When the bag is 
returned, it is dipped into a steriliz- 
ing solution and returned to a 
freezer shelf. 

Considerable attention must be 
given to the method of applying 
hot applications since it is one of 
the principal causes of hospital ac- 
cidents. The public will not toler- 
ate hot water bottle burns and court 
decisions in the past few years have 
proved this point. The source of 
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hot water supplies on all floors 
should be on a separate hot water 
tank, maintaining a maximum tem- 
perature of 125° F. This would 
obviate one source of danger. 


I feel, however, that some manu- 
facturer will develop a superior 
method of heat application, prob- 
ably the reverse system of cold ap- 
plications. In other words, a con- 
trolled heat cabinet could be de- 
signed to hold hot applications of 
various sizes ready for service when 
needed. One of the principal deter- 
rents to the manufacture of such a 
cabinet at the present time is that 
constant heat deteriorates rubber. 
But this probably can be overcome 
by development of new flexible 
products which do not deteriorate 
under heat. 

Nursery bottles — The present 
method of hand cleaning nursery 
bottles with green soap is obsolete 
because such hand cleaning and 
rinsing can never remove all the 
soap residue. The cleaning of nurs- 
ery bottles should be done with an 
automatic machine so that a high 
pH chemical could be used and the 
bottles thoroughly rinsed. Someone 
should design a nursery bottle 
washer and the manufacturers 
should be urged to standardize 
nursery bottles and nipples. 

Breast pumps—No maternity de- 
partment should operate unless it 
is equipped with continuous suc- 
tion breast pumps. There is no ex- 
cuse in this modern age for any hos- 
pital’s having the old type of piston 
pump that can contaminate the ex- 
tracted milk. 

Delivery room announcement sys- 
tem— The model delivery room 
should have a loudspeaker system 
to the waiting room. This has 
proved a time saving element for 
hospital personnel and it eliminates 
the hazard of relatives pressing for 
information at the delivery room 
and wandering in the corridors. 
The broadcasting system provides 
for a foot controlled microphone 
in the delivery room with a loud- 
speaker in the waiting room. At 
proper intervals the obstetrician 
presses the foot pedal and speaks 
into the microphone, announcing 
the birth and even letting the baby 
cry into the microphone. This has 
public appeal and is also a ready 
means of communication. 

Nurse call systems—Nutse call sys- 
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tems should be modernized so as 
actually to record the call of the 
patient, the time the nurse answers 
and the time the nurse reaches the 
bedside. Such recording should not 
be on a master chart but on an in- 
dividual chart for each patient so 
that it is part of the official nurse’s 
notes. Her charting may be accom- 
plished on the same recording. 


Nursing equipment—Many hospi- 


tals need to modernize their nurs- ° 


eries and provide cribs designed 
for individual care, ultraviolet ra- 
diation and better incubator equip- 
ment. Since most incubators are 
hazardous, manufacturers should 
equip them with more safety fea- 
tures ‘before hospitals can accept 
them as standard equipment. 

Sterilization — Many manufactur- 
ers are now studying and bringing 
out new equipment for sterilization. 
The high-speed sterilizer for instru- 
ments should become an important 
factor in hospitals because of its 
time saving element. Doubtless, 
many other items of equipment 
and supplies can be sterilized more 
effectively at higher temperatures 
in less time. 

It is possible that out of this ex- 
perimentation many time saving 
procedures will be devised. 

The autoclaving of nursery bot- 
tles, for instance, could be improved 
by designing a standard container 
in which bottles could be placed in 
the autoclave. In this way the bot- 
tles could be packed in the con- 
tainer directly from the nursery 
bottle washer and placed in the 
autoclave to move directly in the 
same container to the milk formula 
room without human hands han- 
dling the individual bottles. 


Hospital beds — Manufacturers 
need to consider the modern trend 
in hospital bed construction. I be- 
lieve that the new beds should con- 
tain such features as automatic 
push-button control for the eleva- 
tion of springs; automatic lowering 
or raising of the height of the bed; 
automatic lowering and raising of 
side rails, with each bed equipped 
with side rails that disappear un- 
derneath the bed when not needed. 
Arrangements should also be made 
for the standardization of hospital 
beds for proper fracture equipment. 


Bedside table—The large variety 
of bedside tables on the market is 


confusion itself. Certainly there 
should be some standardization of 
this equipment. Possibly the’ over 
bed table for meal service should 
be separated from the bedside table. 
The meal service table should be 
a single pedestal type with either 
automatic or crank control in the 
hands of the patient. There is little 
excuse for a double pedestal table 
which cannot be used when traction 
or fracture frames are in correct 
position or when the patient is in 
other awkward positions. 

Water and Sewer Systems—The 
hospital engineer should be con- 
sulted by the administrator and 
architects so that water and sewer 
systems can be properly planned. 
Hot water systems should be of the 
circulating type with segregation of 
the hot water serving the patient 
floors and the hot water system 
serving laundry and kitchen. The 
purpose of this segregation is to 
maintain hot water service to the 
floors in a tank at a maximum tem- 
perature of 125° F. This would 
eliminate some of the hazards con- 
nected with hot water bottle burns, 
baths and showers. . 

Back siphonage must be consid- 
ered. The hospital should be de- 
signed so that there can be no con- 
tamination of the water supply. 
Many safety engineers do not feel 
that back siphonage valves are the 
answer and are stressing the need 
for the elimination of any apparatus 
for flushing bedpans in connection 
with the toilet. This seems to me 
an erroneous idea; much nursing 
time will be wasted in going back 
to a central utility room for flush- 
ing and cleaning bedpans. I believe 
that the answer lies in having all 
toilets on a separate water tank 
system with the back siphonage on 
the tank supplying all the toilets 
and bedpan hoppers. 

If this were done, there would be 
no worry about the individual 
toilets having back siphonage con- 
trol and we should not have to 
eliminate the jet type of bedpan 
toilet or the hose flushing device at 
the side of the toilet. 

Proper equipping of hospitals 
needs the joint planning of hos- 
pitals and hospital associations to- 
gether with the many manufactur- 
ers who have developed ‘good 
hospital equipment and have shown 
an excellent spirit of cooperation. 
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ACCIDENTS—THEIR PREVENTION 


This subject has been discussed often in the hospital journals, and the 
titles collected here are presented as the best that have been published. 
For those with adequate library facilities, these references will suggest a 
program for reading. The Bacon Library of the American Hospital Asso- 
ciation has all the articles listed here available for loan on request. 

This is one in a series covering some of the perpetual problems of hos- 


pital administrators. 


ere of accidents is a peren- 
nial problem in hospitals. Admin- 
istrators evince a continuing inter- 
est in procedures and training pro- 
grams which will cut down the num- 
ber of accidents within the hospital. 
Following are some of the questions 
which naturally arise in planning 
an accident prevention program to- 
gether with answers in the form of 
specific references to material that is 
available in the Bacon Library. 


What are the essentials to be considered 
in planning an accident prevention pro- 
gram? 


The Committee on Insurance and Safety 


of the American Hospital Association. In- 
troduction to a Series of Articles on Hos- 
pital Safety. Safety in Hospitals—Parts I 
and II. Hospitals. 16:55-57, September, 
1942; 17:47-50, June 1943; 17:87-88, July 
1943- 
» An official report of the Associa- 
tion’s committee, detailing steps in 
formation and functions of commit- 
tees and individuals, presented with 
sufficient data to guide a hospital 
administrator or safety director. 

Safety in Hospitals, National Safety 
Council in cooperation with the Ameri- 
can Hospital Association, Chicago, The 
American Hospital Association, 1933. 
>» Much of this study was carried on 
by the National Safety Council and 
carefully revised by the American 
Hospital Association and the Amer- 
ican Medical Association. It serves 
as a basis of action and a complete 
guide to the specific accident haz- 
ards in hospitals. 

Kruger, A. W., M.D. Hospital Acci- 
dents; a Study of Accidents to Employees, 
Visitors, and Patients. Hospitals, 11:80-84, 
October 1937. 
» An excellent description of a sur- 
vey of reported accidents upon 
which a definite program of preven- 
tion was planned; reproduces form 
used in reporting accidents. 

A Safety Program for a Hospital, The 
Hospital Yearbook, 1940, 942-948. 
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» Department by department, the 
material is organized to include 
what can happen if precautions are 
not observed and to give definite in- 
structions how to avoid such acci- 
dents. 


What can one do to insure the con- 
tinued safe operation of the equipment in 
the hospital? 


Buck, G. H., Importance of General 
Equipment and Personnel in a Hospital 
Safety Program. Hospitals 15:45-48, No- 
vember 1941. 
>» Proper installation and mainte- 
nance of equipment, plus proper in- 
structions in the use of such equip- 
ment is the best prevention. 


What safeguards should be used to ob- 
viate liability suits? 

Piazza, F., M.D. Legal Aspects of Acci- 

dents in the Nursing Division. Hospitals 
16:79-84, May 1942. 
» Dr. Piazza outlines the legal re- 
sponsibilities of the hospital when 
accidents occur and gives the meth- 
ods by which a hospital can protect 
itself against suits. 


How can employees be taught to avoid 
injury to themselves and others? 

Eckert, A. W. Safe Guarding Personnel 
Modern Hospital. 54:43-44, June 1940. 

» Ten steps toward a safety program 
which has proved effective in the 
author’s hospital are listed. 

Smith, E. V. Three Tested Answers to 

Today’s Safety Problems. Building and 
Building Management 44:36-38. Septem- 
ber 1944. 
» Three practical suggestions de- 
scribed at length: (1) a specially 
written safety manual that gives 
specific, detailed information; (2) 
a safety committee of department 
heads to keep close control over 
actual working conditions; (3) a 
suggestion system through which 
the employees themselves can point 
out unsafe practices. 

Seltzer, W. B., Educating Employees for 





Safety, Modern Hospital 51:56-58, Octo- 
ber 1938. 


» Study and analysis of accidents, 
use of posters, safety conferences, 
and the like are part of the program 
for employee education for safety. 


What special precautions can be taken 
to avoid falls? 

Collins, W. E. P. Care of Floors for 

Safety, Modern Hospital 52:86-88, April 
1939.- 
» The executive housekeeper, direc- 
tor of nursing, and engineer will be 
interested in reading about their 
responsibilities for the care of floors, 
not only to keep them in a non-slip 
condition but to make them last 
longer. 

Seltzer, W. B. Means of Eliminating 
Falls in Hospitals. Hospitals 14:51-54, 
July 1940. 

» The administrator will be im- 
pressed with the emphasis placed 
on the necessity for carefulness on 
the part of the individual as well 
as the necessity for keeping all sur- 
faces and stairs in proper condition. 

Slippery Floors. National Safety News, 

April 1941. 
» Outlines in one-two-three fashion 
specific methods to overcome the 
hazard of slippery floors. For exam- 
ple, how much polish can a surface 
take to be consistent with a safe 
coefficient of friction? 


What lists are available for checking 
the effectiveness of a safety program? 

Hawkins, B. C. Safety Is Your Business. 
Parts I and II. Modern Hospital 62:116- 


118, June 1944; 112-114, July 1944. 

p Systematic checking in the depart- 
ments according to a schedule with 
all the possible places listed where 
accidents occur is recommended as 
the best possible protection. The 
administrator, with a safety com- 
mittee, could draw up such a sched- 
ule based on the suggestions the 
author submits. 

Katzive, J. A., M.D. Accident Preven- 

tion Reminders. Modern Hospital 56:76, 
May 1941. 
» After a definite list of preventive 
measures has been drawn up, it 
would be of help to go over the 37 
reminders, some of which may seem 
so obvious as to have been forgot- 
ten but nevertheless are extremely 
important. For example, “Does the 
housekeeper instruct the porters to 
empty waste baskets by inverting 
them rather than by reaching into 
them with the hands?” 
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The Convention 


WHILE PROGRAM DETAILS are being worked out, this 
is an interim reminder that the American Hospital 
Association Convention is but three months away. 
During the first postwar series of state conventions, 
programs have been stimulating and attendance high. 
We have reason to believe that our own meeting, which 
opens September go in Philadelphia, will follow this 
pattern. As to program, the report of the Commission 
on Hospital Care certainly will add a special touch. 
As to attendance, a great many of the strictly limited 
number of available rooms already have been reserved. 





oe 


They Can’t Take It With Them 


‘THE RESIGNATION of two Blue Cross executives has 
generated a considerable amount of speculation and 
not a little indignation among hospital administrators. 
Such a flurry of concern is inevitable under the cir- 
cumstances. 

There is nothing new in the fact that commercial 
insurance companies are willing to pay handsome sal- 
aries to men who have attained some personal prestige 
in Blue Cross. Many plan executives have received 
such offers, some of them within the present year. It 
is newsworthy only that two have seen fit to accept. 

The notion seems to persist that voluntary nonprofit 
hospital insurance succeeds by virtue of some secret 
trick known only to those on the inside. The fact 
should be obvious that all success stems from wide- 
spread application of the sound principle that hospital 
self-determination requires hospitals to cooperate in a 
program of assuring the public of necessary service on a 
prepayment basis. Otherwise it would scarcely have 
been possible for Blue Cross to grow steadily—if not 
always evenly—on 86 fronts under 86 plan directors 
and 86 local boards of trustees. 

The danger today is not that some other agency 
will seize control of the formula by the buying up of 
administrative talent. The teamwork of hospitals and 
plans is something that departing executives can’t take 
with them. 

The real danger is that those who stay in the field 
—both administrators and plan directors—will abandon 
their philosophy of service because this would be an 
easy way out of some current difficulties. 
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The Blue Cross movement will be hindered, and 
voluntary hospitals can be thereby seriously handi- 
capped in the future, unless the plans and hospitals 
work out their new problems together, within the 
framework of service to the patient. It may happen 
that 1946 will become memorable as the year during 
which the right answers were, or were not, found. 
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Hospital Fires 


THERE IS LITTLE EXCUSE in these times for loss of life 
or injury as a result of fire in a fire-proof building. 
Yet experience indicates that those responsible for such 
buildings do not take necessary precautions. 

The death of one long-time member of this Associa- 
tion, Perry W. Swern, and the injury of two other mem- 
bers, Dr. A. J. Hockett and Dr. Edward T. Thompson, 
in the frightful La Salle Hotel fire in Chicago during 
June dramatically calls to the attention of hospital 
administrators the need for reviewing fire dangers 
within the hospital. 

Buildings of non-fireproof construction probably 
should not be used for the care of patients. If so used, 
automatic sprinkler systems, fire escapes and other fire 
fighting devices should be plentifully supplied. The 
major danger from fire, however, probably rests in the 
false complacency induced by the description “fire- 
proof construction.” 

The greatest dangers in a fireproof building are 
smoke and hot air, open stairways, unseparated elevator 
shafts, improper storage of material, obsolete fire fight- 
ing equipment, delay in reporting the fire. Possibility 
of such conditions are present in many fireproof build- 
ings, and should be corrected. Imagination as to fire 
dangers can prevent much loss of life and property. 
In any public building, and certainly in the hospital, 
failure to take proper precautions can hardly be ex- 
plained after a tragedy. Hospital administrators and 
trustees responsible for fireproof hospital buildings 
should be alerted by the La Salle Hotel fire. 





The Time Is Short 


THE MID-JUNE REPORT on statewide contracts signed 
with the Veterans Administration showed almost no 
progress during the preceding month. This is a situa- 
tion that calls for the immediate attention of state and 
local hospital organizations. 

Some hospitals have been able to sign individual 
contracts that are more favorable than a statewide con- 
tract might be. If the intent is to serve the veterans 
thus temporarily until a statewide contract can be 
signed, this is good policy. If the intent is to sit com- 
placently and indefinitely with a highly favorable pri- 
vate arrangement, it is short-sighted and therefore 
bad policy. 
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The Veterans Administration has a limited amount 
of discretion in how it supplies hospital beds. It has 
been anxious to minimize the building of new veter- 
ans’ facilities, but it can hold to this course only if it 
receives help when and where needed from voluntary 
hospitals. 

Comparatively few beds are needed in any one com- 
munity, so few that a less favorable payment formula 
would work no real burden. Some administrators are 
dissatisfied with the EMIC formula as adapted for 
this purpose and are tempted to register their opposi- 
tion by not accepting it for the payment of veteran 
care. While such an impulse is natural, it also carries 
the seeds of trouble. 

Already there is great pressure on Congress for a 
self-sufficient chain of veterans’ hospitals, and this will 
increase. It may be taken for granted that the ability 
of non-governmental hospitals to fulfill the veterans’ 
needs will be examined on the basis of past perfor- 
mance. The record should show that, no matter how 
the EMIC formula was opposed otherwise, non-govern- 
mental hospitals met the Veterans Administration 
half way. 
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More Institutes 


For A GOOD MANY YEARS there has been a demand 
for more institutes—for more kinds of institutes and 
for a wider geographical distribution of them. In the 
“Service From Headquarters” department of this issue 
of the journal, the first institutes calendar shows that 
a start has been made toward meeting this demand. 

The short course for hospital employees other than 
the administrator is popular because it is an effective 
device of adult education. It is a period of concentrated 
hard work, as all who have attended one know, but 
the student takes home with him something he can 
get in no other way. And hospitals that have sent their 
alert department heads have found it a profitable 
investment. 

The current institutes calendar represents only a 
start. In the years ahead there is no limit to the sched- 
ule’s growth in number and variety of institutes, except 
the limit of support that is forthcoming from Associa- 
tion members. 
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The Reception Room 


THE TELEPHONE OPERATOR and the admitting officer 
are first contacts with hospital personnel for many 
patients. The importance of making that a pleasant 
and satisfactory contact for the patient has been em- 
phasized on many occasions. The patient will begin his 
hospital stay with a most unfortunate impression if 
these employees are not properly selected and trained 
to have those personal qualities that reassure the 
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patient and his family at the time of being admitted 
to a hospital. | 

Important as is qualified personnel for the reception 
of patients, the physical surroundings also have a 
marked bearing on the first impression. Hospital ad- 
ministrators and other employees quickly become ac- 
customed to their surroundings. In many instances 
furniture and decoration in the hospital reception 
room are badly in need of critical appraisal from the 
standpoint of impression upon outsiders. 

Anyone who visits several hospitals, with an observ- 
ant eye, quickly realizes how many hospital reception 
rooms have not been given such attention. Mission 
furniture, blank walls, uncurtained windows are still 
to be found, and the effect is drab and cheerless— 
certainly not good public relations. 

Perhaps no area of the hospital is more difficult 
to furnish and decorate properly. The reception room 
needs expert advice. It is not something to be toyed 
with by the housekeeper or a woman’s board member 
with artistic leanings. Only the expert decorator can 
furnish this important area of first contact. The effect 
must be pleasant, reassuring and businesslike. At the 
same time, furniture and furnishings must be such 
that they can be easily maintained over a long period 
of time. 
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Hospital Occupancy 


THE DEMAND for hospital service continues upward, 
despite the end of war and some rather sharp disloca- 
tions recently in the national payroll. 

One obvious factor behind this trend is a greater 
ability to pay for hospital care. Another probably is a 
rapidly spreading realization that medical care in a 
hospital is a superior kind of medical care. A third 
probably is the physician’s need to save time by group- 
ing his patients in a hospital where trained technical 
help is always available. 

This third factor is of special interest. During the 
war it was thought that physicians were compelled to 
group their patients as an expediency—because so 
many of their colleagues were in service. It now ap- 
pears that this was no make-shift practice, for the 
return of thousands of physicians has made no dent 
in the demand for medical care in a hospital. 

In view of current plans for adding facilities, the 
question is how these factors will stand up in the 
future. There is no reason to suppose that either the 
public or physicians will want to give up the advan- 
tages that hospitals offer to both. 

The third factor, sustained ability to pay, cannot be 
appraised so readily. In terms of future hospital occu- 
pancy, it remains an element of risk. This is the same 
risk, however, that hangs over all long range plans, 
and so it is not likely to alter many hospital building 


programs 
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APPROACH # a COST STUDY 
of NURSING SCHOOL Operations 


HEN THIS NATION Was con- 

fronted by an emergency 
need for nurses, a program for sup- 
plying nursing service was designed. 
At that time, only a few nursing 
schools had been able to study and 
analyze their costs. Some excellent 
results had been published in pro- 
fessional journals, but not a suff- 
cient number on which to base esti- 
mates for the federal nurse training 
program.’ It was therefore necessary 
to plan assistance to nurse educa- 
tion in accordance with the best 
information available, and to initi- 
ate a cost analysis study with the 
expectation of concurrently improv- 
ing and refining fiscal features of 
the plan. 


All thoughtful administrators of 
nursing schools and hospitals have 
been concerned with this problem 
of cost analysis, as basic to good ad- 
ministration, and have hoped for 
the development of techniques that 
would assist them in planning and 
improving school programs. The 
study of the cost of nursing educa- 
tion, undertaken by the U. S. Public 
Health Service for a specific pur- 
pose, was recognized from the start 
as important from many other 
points of view. 


The one fact about which there 
is full knowledge is that costs vary 
widely from school to school. It is 
the factors determining these varia- 
tions that need to be analyzed. 


Results of cost analyses in busi- 
ness indicate that separate organiza- 
tions such as nursing schools should 
analyze their own costs in order to 
answer these questions satisfactori- 
ly; that generalizations drawn from 
even a large number of studies 
might not be applicable in all in- 





‘The Bolton Nurse Training Act, 
passed unanimously by the 78th Con- 
gress, June, 1943, which established the 
U. S. Cadet Nurse Corps. 
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dividual schools. The first step to- 
ward solution of the common prob- 
lem is the formulation of a tech- 


nique that can be used by each. 


The approach to the Public 
Health Service cost study and the 
problems encountered along the 
way are the topics discussed here. 
Tabulations of the findings are be- 
ing prepared, and it is hoped that 
a report of the end results, as well 
as the procedures, may be presented 
in the near future. 

This first job was the selection of 
the schools of nursing to be sur- 
veyed. In compiling the list, the fol- 
lowing factors were taken into con- 
sideration: Size of the hospital with 
which the school was connected, 
geographical location, student en- 
rollment, ownership control, range 
of tuition and fee charges. 


Next it was necessary to set up a 
plan that could be used uniformly 
in the schools selected. Because hos- 
pital accounting procedures do not 
conform to a standard pattern, and 
because the complexity and inter- 
relationship between the various 
functions in hospitals make it dif- 
ficult for them to apportion ex- 
penditures directly to a particular 
function, it was recognized that any 
study of nursing school costs would 
be faced with certain definite limita- 
tions. 

For instance, if a hospital main- 
tains or is related to a school of 
nursing or to a medical school, or 
to both, cost analysis is complicated 
by the need for an accounting of 
activities that are primarily, al- 


_though not solely, of a service na- 


ture. In such situations, it is neces- 
sary to differentiate the costs in- 
volved when individuals render 


service to the institution while re- 
ceiving an education, or participate 
in supplying both educational and 
service functions of the institution. 
Due to lack of accounting data in 
basic nursing, costs frequently had 
to be determined by a selective 
process decided on by the consult- 
ant conducting the study and the 
individuals involved in a particular 
situation. 

In general, there are two types 
of costs that may be considered in 
analyzing the relationship of a 
nursing school to a hospital: 

1. Average cost: That propor- 
tionate share of the total cost of 
operating an institution which is 
allocated to the operation of a 
school of nursing. 

2. Avoidable cost: All costs added 
to the operating expenses of a hos- 
pital maintaining a nursing school 
because of the school. 


Since costs actually do not always 
behave as portrayed by the average 
cost approach, the avoidable cost 
approach is sometimes selected. 
However, in the case of this study, 
avoidable costs could not be deter- 
mined from the data available in 
most institutions. To determine 
these costs would have necessitated 
extensive study and analysis of each 
function affecting the school of 
nursing. The need for such data, 
incidentally, was well illustrated 
in “Administrative Cost Analysis 
for Nursing Service and Nursing 
Education,” published jointly by 
the National League of Nursing 
Education and the American Hos- 





From an address given by Dr. Block, 
who is on loan to the Division of Nurs- 
ing, USPHS, at the Michigan Nurses 
Association meeting, Grand Rapids. 
April 25, 1946. Dr. Block’s address will 
appear in the July issue of the Amer- 
ican Journal of Nursing. 
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pital Association as a guide to the 
technique of cost analysis in this 
field.? 

The average cost approach as- 
sumes an equal unit responsibility 
between functions in the operation 
of a hospital. For example, a single 
meal—whether patient, student or 
other employee—carries an equal 
weight in relation to the expenses 
incurred in the operation of the 
dietary department. Similarly, a 
square foot of area in the nurses’ 
home requires the same amount of 
heat, light, power and housekeep- 
ing as a square foot of area in the 
hospital. Although this approach is 
not infallible, it has wide accept- 
ance in the accounting field, and 
since its principles could be applied 
to existing hospital data, it was se- 
lected as the method for this study 
and was consistently followed. 


Three Categories Used 


The items and amounts of the 
costs of those items involved in the 
operation of .a nursing school over 
a period of one year were deter- 
mined in accordance with the fol- 
lowing three major categories: (1) 
Direct costs; (2) Indirect salary 
costs; (3) Other indirect costs. 

Direct costs, those applicable to 
the maintenance and education of 
the students, include items of ex- 
pense directly assigned to the school 
and to the maintenance and opera- 
tion of the student residence; text- 
books, library books, indoor uni- 
forms, special lectures, nursing 
school office supplies, classroom sup- 
plies, and the salaries of fulltime 
teaching personnel, housemothers, 
as well as of senior cadets, since 
these schools were all participating 
in the Cadet Nurse Corps program. 
These costs were abstracted from 
the general ledger and/or operating 
statement of the hospital. 


In determining indirect salary 
costs, that is, the salaries of person- 
nel serving jointly the nursing 
school and the nursing service, 
the proper apportionment of time 
involved was decided on by the 
supervisor and the director of nurs- 
ing in accordance with the fol- 
lowing factors: (a) Number of 
hours of formal class teaching; (b) 





"Authors: Blanche Pfefferkorn, A.M., 
.N., and Charles Rovetta, M.B.A., print- 
«“d by Kingsport Press, Ine., Kingsport, 

ennessee, 1940. 
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number of hours of student orienta- 
tion to the ward or nursing unit; 
(c) number of hours of ward con- 
ference; (d) number of hours of 
ward teaching; (e) miscellaneous 
hours such as those spent in rating 
students and correction of exami- 
nation papers. 

The total hours derived were re- 
lated to the individual’s annual, 
monthly or weekly work hours, de- 
pending, upon the base used, and 
were estimates rather than actual 
counts due to the lack of such in- 
formation as activity analyses, time 
studies and written records of ward 
teaching programs. 

Other indirect costs, applicable 
also to the maintenance and educa- 
tion of students, which cannot be 
charged directly to the school, but 
in which the school participates, 
include: Insurance on _ buildings 
and equipment, repairs and replace- 
ment or depreciation, administra- 
tion, plant operation, housekeep- 
ing, laundry and dietary. While 
the principles of allocating indirect 
costs are fairly well established and 
agreed upon by accounting authori- 
ties, the techniques vary from the 
allocations on the basis of simple, 
direct distributions to the more 
complex procedures involving cross 
allocations to auxiliary functions 
prior to their allocation to the 
revenue-producing functions of the 
hospital. The technique used in 





ere 

» Does the quality of the 
school program determine 
its cost? 

» What effect does the size of 
student enrollment have 
on costs? 

» What tuition and fees 
should be charged for cer- 
tain types of programs in 
schools of certain sizes? 

>» What has a student a right 
to expect if her program 
costs a’given amount? 

» Can the school afford to 
initiate such improve- 
ments as new affiliations 
or additional instructors? 











this study represents a mid-point 
between these two extremes, and 
involves an allocation of non-reve- 
nue-producing department costs to 
all departments they serve. 

To determine nursing school 
costs in accordance with the tech- 
niques presented, the following 
basic information is necessary: 

1. Determination of proportion 
of time of nursing supervisory per- 
sonnel chargeable to nursing edu- 
cation. 

2. Distribution of hospital area, 
by departments. 

3. Distribution of salaries, by de- 
partments. 

4. Distribution of laundry, by de- 
partments. 

5. Distribution of meals served, 
by departments served. 

The sum of the direct and in- 
direct charges represents the total 
cost to the hospital of maintain- 
ing a school of nursing. 

An analysis of the operation of 
a nursing school includes also the 
income available to the school. 
Normally the sources and amounts 
of available funds can be classified 
as follows: (1) Tuition and fees, 
(2) miscellaneous school income, 
such as gifts and endowments, (3) 
value of student service. 


Finding Value of Students 


While nearly all hospitals include 
receipts for student tuition and 
fees, as well as miscellaneous school 
income, in their accounting records, 
it is the unusual institution that in- 
cludes an accounting of the value 
of student service in either its gen- 
eral ledger or its annual operating 
statement. One reason for the omis- 
sion of this most important income 
item is that, although the institu- 
tion may recognize the value, it 
does not involve an actual transac- 
tion of money. Since this income 
item should affect decisions regard- 
ing school policy, it should appear 
in the budget of every hospital 
which operates a nursing school. 

The value of student service can 
be determined in several ways. The 
method used for this study was as 
follows: 

1. Selection of a full 24-hour pe- 
riod (day, evening and night) on a 
particular day approximating an 
average condition with regard to 
patients and nursing personnel, stu- 
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dents, graduates and non-profes- 
sional. The day was decided on by 
the director of nursing or by the 
director and the hospital adminis- 
trator. 

2. Analysis of all bedside nursing 
service during the selected 24-hour 
period, based on available daily 
time or assignment records. 

3. Determination of the hours of 
replacement service by graduate or 
non-professional nursing help that 
would have to be added if the hos- 
pital operated without a nursing 
school. This was figured by the di- 
rector of nursing and the super- 
visors of each of the hospital’s units 
where students were placed. 


4. Determination of the cost of 
such replacement service: A sum- 
mary ratio of the total replacement 
for all nursing units in which stu- 
dents served to the total student 
hours of service given during the 
selected day yielded a percentage 
relationship of an hour of student 
.service to its graduate general duty 
nurse hour and/or non-professional 
nursing help hour equivalent in 
every unit of the hospital. This per- 
centage, known as the “effectiveness 
factor,” multiplied by the total 
hours of service rendered by all 
students in these units during the 
year, gives the total replacement 
required in terms of graduate or 
non-professional nursing help 
hours. These hours multiplied by 
the average hourly salary of each 
group included in the replacement 
yields a monetary value of student 
service. 


Two Factors Involved 


The technique used to arrive at 
the value of student service depend- 
ed on two important factors: Re- 
cords of hours of nursing care and 
records of hours of student class 
and practice. 


The basis of all reporting of 
nursing service is the daily time or 
assignment record. In very few in- 
stances were cumulative records 
maintained, so the day selected had 
to be one for which such a time 
sheet was available in order to de- 
termine distribution of — service 
hours by types of personnel render- 
ing that service. However, all too 
frequently, not even daily records 
give an accurate picture of the act- 
ual situation. They are merely 
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plans prepared in advance and are, 
therefore, subject to change with- 
out notice when unexpected ab- 
sences, illness and other emergen- 
cies occur, involving a reshuffling 
of available staff to give the best 
possible coverage. 


Similarly, there was in most in- 
stances no cumulative record of stu- 
dent service hours, and the total 
had to be determined on the basis 
of the weekly hours of class and 
practice as reported to the Division 
of Nursing of the Public Health 
Service.® 


The value of a systematic method 
for analyzing costs in a school of 
nursing, to provide factual mater- 
ial rather than information from 
which subjective interpretation 
must be made, was clearly empha- 
sized recently by Edgar Blake Jr., 
superintendant of Wesley Memor- 
ial Hospital in Chicago* when he 
stated that “The best feature of the 
Cadet (Nurse Corps) program, 
administratively speaking, was the 
necessity of carefully segregating 
and accounting for the funds used 
in the nursing school. Many hos- 
pitals for the first time felt the need 
of accurate cost accounting in their 
school records and consequently 
have gained a clearer picture of the 
relationship between costs of the 
school and the value of the student 
nurse’s time.” 


Obviously, accurate cost analy- 
sis information has definite value 
for the hospital administrator and 
the director of the school of nurs- 
ing in determining school policies. 
Any plan of operation for a school 
has certain basic needs, informa- 
tionwise. Highlighted on the list is 
the determination of the value of 
student service as a most impor- 
tant source of income available to 
the school. Is this value less than, 
equal to, or more than the cost of 
providing the school program? If 
greater, it might well be used to 
cover additional costs of the pro- 
gram. If less, the hospital operating 
the school may wish to question 
whether the community need for 
the school justifies an annual loss, 
and if so, to seek additional funds 
to meet this need. Cost analysis 


8Form 50.1, page 8, Application for 
Continued Participation. 

“Plan for Financing Our Nursing 
School,” published in “The Modern Hos- 
pital,’ February, 1946. 


provides the necessary answers to 
such problems and acts as a tool 
in immediate or long-term plan- 
ning for individual schools o1 
groups of schools. 

Realization of the limitations 
imposed by circumstance on the 
techniques employed in this study 
prompts certain suggestions for ad- 
ditional refinements of cost data 
procedures: 

1. In computing the value of stu- 
dent service, the one-day survey 
might well be augmented by a sur- 
vey of additional periods covering 
different days of the week and dif- 
ferent months of the year. 

2. Determination of student ser- 
vice value could be made on a ward- 
by-ward basis for the entire year, 
rather than on a total institutional 
basis. 

3. There might be revision of 
record-keeping systems and actual 
revision of the forms used, to in- 
clude a breakdown of the total 
nursing service by types of person- 
nel, and numbers of hours in each 
group. Summaries of these records 
should be cumulative in monthly 
and annual reports, and would pro- 
vide the necessary information for 
determining the replacement per- 
centage, or “effectiveness factor” of 
the student’s hours of service. 


Facts Are Essential 

Until such basic information is 
collected in a routine manner 
through the use of current and ad- 
justed records kept over a longer 
period of time, subjective interpre- 
tations, rather than facts, will have 
to remain the basis for allocation 
of many items of cost. 

The current nationwide interest 
in designing a system of nurse edu: 
cation to provide nursing service 
to meet community needs leads 
inevitably to a consideration of the 
cost of producing the necessary 
nursepower. It is of vital interest 
to the producers and consumers of 
that nursepower—hospital boards 
and administrators, members of the 
medical and nursing professions, 
other civic leaders and the general 
public—that such cost be accurately 
determined, so that if an increased 
investment is indicated, all may 
share in what is so definitely a com- 
munity project. 
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Statistical Analysis Shows Several Thousand 





MORE PHARMACISTS NEEDED 


OME TIME AGO a tragedy occurred 
S in one of our hospitals. Boric 
acid had been supplied to the nur- 
sery instead of milk sugar. Feeding 
formulas prepared with the drug 
resulted in the death of several in- 
fants. In the investigation that fol- 
lowed, evidence brought out the 
fact that non-professional person- 
nel were employed to carry out 
duties for which they had not been 
trained. I wonder if this is not an 
indictment of the administration 
of the hospital rather than of 
pharmacy. 

This brings up the question: 
How many pharmacists are needed 
in the hospital? The answer is sim- 
ple: Enough to insure the patient 
complete pharmaceutical service. 
The problem of determining what 
is complete pharmaceutical service, 
however, is another matter and not 
quite so simple. 

Why should an individual, on 
becoming a patient, receive inferior 
pharmaceutical service? Members 
of the medical staff in their prac- 
tice outside of the hospital insist 
that their patients have the services 
of the best trained pharmacists, but 
all too often they overlook and ac- 
cept poor pharmaceutical service 
given their patients in many hos- 
pitals. Complete pharmaceutical 
service would require a pharmacist 
for the following duties: 

1. Compounding of prescrip- 
tions. 

2. Dispensing pharmaceutical 
floor supplies. 

3. Supplying chemicals, drugs 
and pharmaceuticals to other de- 
partments of the hospital, such as 
laboratory, surgical, x-ray. 

4. Manufacturing of pharmaceu- 
tical preparations. A good many 
pharmaceutical preparations used 
in the hospital at the present time 
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can and should be manufactured 
by the pharmacy department. Most 
of these can be manufactured at a 
saving over the market cost. 

5. Purchasing of all pharmaceu- 
ticals, drugs and chemicals. As the 
pharmacist is legally responsible 
for the purity and potency of the 
pharmaceuticals he dispenses, he 
should be permitted to purchase 
these supplies. Far too many phar- 
maceuticals are purchased for hos- 
pitals by their purchasing depart- 
ments on a bid and price basis 
rather than on quality standards. 

Should the hospital be a teach- 
ing institution, there are many 
other duties for the pharmacist if 
the hospital is to give complete 
pharmaceutical service. These du- 
ties affect the patient’s welfare only 
insofar as they make for better hos- 
pital service. 

The duties would include: Teach- 
ing materia medica and pharma- 
cology to student nurses; lectures 
and discussion periods with the 
medical intern; acting as a techni- 
cal consultant to the physician; 
maintaining a complete pharma- 
ceutical reference library for the 
use of the physician, intern, stu- 
dent and graduate nurse. 

In a hospital that gives complete 
pharmaceutical service the hospital 
pharmacist must then be a com- 
pounder of prescriptions, an educa- 
tor and a purchasing agent. With 
these duties in mind how can we 


Hospital Pharmacy 





determine the number of pharma- 
cists needed now and for the next 
few years? In order to determine 
this figure I have taken eight gen- 
eral teaching hospitals as a_ basis 
for computation. The list includes 
one each from Milwaukee and 
Cleveland and six from the Chi- 
cago area. While the pharmaceu- 
tical services offered in these hos- 
pitals are not identical, they come 
as close as can be expected. 

An analysis showed that these 
hospitals have a total of 2,249 beds 
and employ 19 pharmacists. This 
means one pharmacist for every 118 
beds. Latest available figures give a 
total of 1,729,945 hospital beds. 
With a pharmacist needed for 
every 118 beds there then is a need 
for 14,665 pharmacists in all hos- 
pitals. There are at present some 
3,400 pharmacists employed in hos- 
pitals. This would show a need for 
11,265 additional pharmacists. This 
is not a true picture, however, as 
in many types of hospitals a phar- 
macist could service more than 118 
beds. 

If we consider the total beds in 
general hospitals, 925,818, it would 
require, at the rate of one pharma- 
cist for 118 beds, 7,846 pharmacists 
to supply complete pharmaceutical 
service. Figures for 1944 published 
in 1945 give a total of 4,833 gen- 
eral hospitals. Of these, 3,618 re- 
ported 1,535 pharmacists employed, 
which leaves about 2,000 hospital 
pharmacists who may or may not 
be employed in general hospitals. 
If we then accept as fairly accurate 
the estimate that 118 beds require 
one pharmacist, it would be safe to 
say that there is a need for approxi- 
mately 10,000 hospital pharmacists. 

I believe that it would be fitting 
in a discussion of this character to 
consider the small hospital with 
reference to pharmaceutical serv- 
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ice. Recently several states have 
passed laws, or have had existing 
laws interpreted, requiring the dis- 
pensing of pharmaceuticals and 
such under the supervision of reg- 
istered pharmacists. The adminis- 
trator of the small hospital is then 
confronted with an economic prob- 
lem that must be solved. 

There are several solutions that 
can be offered. There is a theatrical 
expression, “doubling in_ brass.” 
Why can’t the same be applied to 
the small hospital? As the actor and 
stagehand played in the band for 


the road show parade, so can the 
hospital pharmacist take on other 
duties. 

Since the pharmacist is familiar 
with rubber goods, gauzes and 
bandages, surgical instruments, and 
the like, he could well take over 
the purchasing, storeroom and per- 
petual inventory. With some train- 
ing the hospital pharmacist could 
act as a laboratory technician as 
well as x-ray technician. 

Another solution within the 
realm of possibility is the use of 
one pharmacist for two small hos- 


pitals. If the hospitals are not too 
far distant and with automobile 
transportation, complete pharma- 
ceutical service could be given in 
the forenoon for one hospital and 
in the afternoon for the other. It is 
not impossible for the small hos- 
pital to give complete pharmaceu- 
tical service. 

All the facilities of the American 
Society of Hospital Pharmacists are 


_ available to the administrator, hos- 


pital pharmacist and medical staff 


‘in their effort to solve pharmaceu- 


tical problems of the hospital. 





THERE IS WORK YET for VOLUNTEERS 


A IN MOsT other hospitals volun- 
teer service in Hartford Hospi- 
tal dropped off alarmingly soon 
after V-J Day. I think this was due 
partly to the fact that the war was 
over and partly because V-J Day 
was just before Labor Day and vol- 
unteers who were away or going 
away just didn’t come back. 

During the war volunteers were 
used on all the floors and in many 
departments. The volunteer groups 
consisted of regular hospital _volun- 
teers, Red Cross nurse’s aides and 
medical aides. These groups were 
in addition to prewar volunteers 
who have worked in the surgical 
dressing and sewing rooms for 
many years. 

At the peak in 1944 we had a 
total of 1,400 working in a volun- 
tary capacity—865 volunteers, 400 
nurse’s aides and 125, medical aides. 
This has now been reduced to 400 
volunteers, 175 nurse’s aides and 40 
medical aides. We worried along 
through the holidays, sometimes 
thinking it would be better to dis- 
continue volunteers who had done 
a good war job, but we realized 
that we just could not let the hos- 
pital down as the nurses were com- 
ing back gradually and it was still 
hard to get housekeeping help. 

It was at this time that the hos- 
pital decided there would always 





From an address given by Mrs. Stew- 
art at the New England Hospital As- 
sembly, Boston, March 11-13, 1946. 
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be a place for volunteers in peace- 
time as well as in war. These vol- 
unteers had not only proved their 
worth during the war, but had 
created such good will in the hospi- 
tal, community and among the pa- 
tients and visitors that the hospital 
could not get along without them. 

In 1944, $5,000,000 was raised 
for a new hospital which is being 
built at the present time and the 
volunteers were important in rais- 
ing these funds. Some 1,400 persons 
were familiar with the old hospital 
and realized how badly we needed 
a new building and did everything 
possible to help raise the funds. 
The hospital’s director, Dr. Wil- 
mar M. Allen, felt that the place 
for the volunteer in the future was 
on the information desk and the 
below-cost wards. In February a 
letter was sent by Dr. Allen to all 
active volunteers telling of this 
plan for the future and urging 
them to continue their services. 
The work was not to be different, 
but it did assure them that there 
would always be a place for volun- 
teer help in the Hartford Hospital. 

Enclosed in this letter was a form 
for the volunteers to fill out and 
return to their own volunteer di- 
rector stating whether they would 
continue their services. 

Another enclosure was a ques- 





tionnaire which we asked them to 
fill out and return to Dr. Allen— 
signature optional. This question- 
naire was a series of questions giv- 
ing the volunteer ample oppor- 
tunity either to criticize the hospi- 
tal or to give constructive sugges- 
tions for improvement. In other 
words, many persons had wanted 
for four years to get things “off 
their chest” and this gave them a 
good opportunity. Of 1,400 ques- 
tionnaires sent out, only 125 were 
returned which shows that perhaps 
they weren’t as anxious to criticize 
as we thought they would be. 

Of those forms returned, 130 vol- 
unteers and 135, nurse’s aides indi- 
cated their willingness to remain. 
The medical aides felt that they 
had done their job and they should 
now return to business. 

We still have 40 men active and 
they have indicated their desire 
to remain, particularly those who 
work in the early morning in the 
operating rooms and plaster room. 
It is problematical whether anv 
new nurse’s aides can be recruited 
as the Red Cross chapter has de- 
cided to discontinue new classes, 
but with so many volunteers who 
have agreed to stay, this practically 
forms the nucleus which is required 
to cover the information desk and 
the eight below-cost wards. 
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A Cntical Analysts of 





HOSPITAL ORGANIZATION 


VERY SUCCESSFUL ENTERPRISE 
E must have organization and a 
head. Everything which succeeds 
must and does have organization; 
without it, all things fall to pieces. 
Be it a store, or an Army, or a 
church, or a hospital, it must have 
organization and a head. 

If a hospital’s primary function 
and obligation is to serve properly 
the sick and injured members of 
the community, then in a demo- 
cratic country, it must have as its 
policy-making body, a board com- 
posed of representatives of the com- 
munity who should determine the 
general policy of the hospital, the 
fiscal policy, and the selection of a 
competent administrator and a 
competent medical staff. Such a 
body is commonly called the board 
of trustees. 


Clear Objectives Needed 


Trustee groups are made up of 
lawyers, business leaders, public of- 
ficials, newspaper editors, clergy- 
men, labor leaders, and others who 
have intellectual capacities and 
habits of discipline of high order. 
They may also have clear objec- 
tives and deep attachment to the 
objectives to which the group is 
committed. In addition, they may 
have acquired a degree of skill in 
community organization that en- 
ables them to move steadily for- 
ward in their efforts to influence 
other groups. They do, however, 
need the specialized assistance that 
the administrator’s education, train- 
ing, and daily experiences equip 
him to supply. In addition, he 
should be able to furnish facts and 
professional judgment which the 





From an address presented by Dr. 
Bradley at the meeting of the Iowa 
ane Des Moines, April 
15-17, 3 
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trustees need to consider in forming 
plans and carrying them out. 

The administrative head should 
be carefully selected, well-trained 
and given administrative responsi- 
bility and authority. The responsi- 
ble administrative officer—common- 
ly known as the superintendent, 
director or administrator — should 
not have any trustee functions but 
should attend all meetings of the 
trustees so that he may know the 
implied reasoning behind the poli- 
cies which the trustees form and ask 
him to carry out. 

Considering that the primary re- 
sponsibility of the hospital is to af- 
ford proper medical and nursing 
care to its patients, the trustees have 
a definite duty to the patients and 
the community to provide a com- 
petent medical staff. Neither the 
trustees nor the superintendent, 
even if he is a medical man, can 
make a diagnosis or prescribe treat- 
ment. Therefore, it is necessary for 
the trustees to look to the medical 
staff to care for patients. To that 
end, a definite set of rules has been 
developed. One of the purposes of 
these rules is to protect the char- 
acter of the hospital. These rules 
have been carefully worked out by 
the American College of Surgeons, 
the American Medical Association, 


‘and the American Specialty Boards 


and are acceptable to the medical 
profession. * 

To summarize, the trustees should, 
after careful consideration of each 
candidate, appoint well-trained and 
demonstrably competent physicians 
to the staff. Inasmuch as the board 
of trustees is morally and legally 





responsible for the conduct and 
quality of the hospital service, only 
a closed staff can guarantee the au- 
thority and mechanism to enable 
the board to assume this important 
responsibility. (By closed staff, I 
mean both attending and courtesy 
staff, but definitely appointed staff 
whose members have been scruti- 
nized by the medical advisory com- 
mittee and appointed by the board 
of trustees. I shall later amplify this 
statement relative to the importance 
of a closed staff.) 


Functions Are Defined 


The function of a medical staff 
should be the clinical care of the 
patient, the internal control of its 
own membership, and the nomina- 
tion to the trustees of competent 
physicians for appointment to the 
staff. The internal control of the 
professional staff should be in the 
hands of an advisory medical com- 
mittee comprised of the chiefs of the 
clinical services or the officers of the 
medical staff with the administrator 
attending ex-officio. It is customary 
for the administrator to be the 
chairman of this advisory medical 
committee. No member of the med- 
ical staff should have any trustee 
function. “This is by reason of the 
fact that all or nearly all of the 
physicians in the community will 
be treating patients in the hospital, 
and to single out any one or two or 
more of the physicians, places not 
alone the physician, but the board 
itself in an invidious position in 
relation to the physicians who are 
using the facilities of the hospital, 
but who are not members of the 
governing board. Likewise, there is 
a nice legal question whether a per- 
son acting as trustee of trust funds 
should be permitted to derive per- 
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sonal financial profit from such 
trusteeship.”’* 

Is this organization of a hospital 
not somewhat similar to the three 
divisions of the American govern- 
ment? By analogy, the trustees, the 
policy-making group, may be called 
the legislative body; the adminis- 
trator, the chief executive; and the 
medical advisory committee, the 
judiciary. Certainly in all clinical 
matters, the medical advisory com- 
mittee is the judge of clinical ex- 
cellence, professional skill, thera- 
peutic measures, and is the examin- 
ing board for appointments to the 
medical staff. In other words, in 
clinical matters it is the supreme 
court. If this analogy is correct, 
then the various members of the 
three branches of government can- 
not and should not have any of the 
functions of the other two bodies. 
The trustees shall legislate; the su- 
perintendent shall administer; and 
the physicians shall judge as well as 
give the quality of professional serv- 
ice to the patient. All three must 
work in peace, harmony and con- 
cord toward a common goal, but 
each in his special field. 


Skilled Leaders Required 


We have said that leadership is 
necessary for success. We may go 
further and say that a hospital or- 
ganization cannot grow and mature 
unless it has the benefits of solid 
and skillful leadership. However, 
it must have excellent administra- 
tion and high quality professional 
service. There are two kinds of 
leadership—symbolic and creative. 
Symbolic leadership occurs more 
frequently perhaps in political or- 
ganizations where one man repre- 
sents the group and acts in its be- 
half often in an authoritative man- 
ner. Creative leadership (the best 
type of which is group or demo- 
cratic) requires participation and 
cooperation of each member of the 
group to carry out a specific pro- 
gram which results in directed ef- 
forts much more powerful and con- 
stant than could be exerted by an 
individual. 

It is creative leadership and high 
quality service which a_ hospital 
should give. Leadership can seldom 
be exercised by any hospital that 
has a reputation for unsatisfactory 


*1945 HOSPITAL REVIEW, American 
Hospital Association, September 1945, 
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work. In fact, it is doubtful that 
any hospital which has a reputa- 
tion for inferior work can long sur- 
vive. Group leadership needs a 
specific program and sustained ef- 
fort to give the community the best 
type of medical and nursing care 
that is possible within the financial 
and physical limitations of the hos- 
pital and the community. This type 
of group leadership requires such 
a degree of unity among the trus- 
tees that they can, in their corpo- 
rate relationships, influence the acts 
of other individuals in the commu- 
nity. Such a degree of leadership 
then extends beyond the hospital 
which the trustees control. 

Where does the administrator fit 
into this organizational picture? If 
we may again resort to analogy, we 
may say that a hospital in operation 
is similar to a military task force 
which has a general headquarters— 
the trustees; a commander—the ad- 
ministrator; and operational and 
specialized units—personnel. In a 
task force, units such as naval, 
air, artillery, infantry, quartermas- 
ter, communications, reconnaissance 
and military units are represented 
in a hospital by the medical and 
surgical staff, the intern and resi- 
dent staff, nursing, anesthesia, lab- 
oratory, telephone service, admit- 
ting office, social service, account- 
ing department, etc. If all of these 
units are highly specialized and 
yet responsive to central control 
and command, the aim of the task 
force —our hospital— may be at- 
tained. 

It is the responsibility of the com- 
mander—the administrator—to see 
that each of these units is not only 
highly specialized but geared to 
serve the community as a unit un- 
der his direct command. It is the 
administrator who is to carry out 
the policy of strategy set by the 
trustees—the general headquarters. 

The task of the hospital adminis- 
trator is to conduct the hospital 
along the policy laid down by the 
trustees, using the personnel, ma- 
terial, and money available. This 
is a simple statement of a complex 
problem which deals with supply 
and demand, the law of diminish- 
ing returns, and public relations— 
a problem which is instantaneously 
and lastingly complex. The prob- 
lems of human life and death, pain, 








suffering, incurable diseases, rapid 
changes not only in medical science 
and medical art but in the hospital 
field as well, the lack of beds, and 
the lack of funds must be dealt 
with by the administrator. 


One of the first tasks of a hospital 
administrator is to sell the public 
as well as his own personnel on 
what his hospital has to offer in the 
way of service. This selling includes 
the board of trustees as well. How 
can the hospital administrator do 
this job of selling? There are two 
ways of leading people—one by or- 
ganization and manipulation; the 
other, intellectual—by argument, by 
demonstration of principles, and by 
a clear exposition of ascertained 
facts. Both are necessary but the 
latter is most desired. 


Calls for Clarity 


Never has there been a time 
when administrators stand more in 
need of a power of lucid statement, 
readily intelligible to a public that 
possesses no technical medical 
knowledge. There still clings to 
medicine much of the mystery of a 
craft incomprehensible to any but 
its votaries, and some of this must 
be true of every profession. To in- 
struct the public, hospital adminis- 
trators must be able to express 
themselves in a way that can be un- 
derstood and with a force that car- 
ries conviction. To do so, they must 
be in contact with the current of 
human thought. They must them- 
selves be interested in things out- 
side the limits of their own pro- 
fession and must have at their com- 
mand as large a part as possible of 
the aspirations, the attainments, the 
traditions and the accumulated wis- 
dom of our country. This is what is 
called general culture, and other 
things being equal, the more the 
administrator has of it, the more 
persuasive and compelling his in- 
fluence will be. 

May we return to the medical 
staff. Primarily, the board of trus- 
tees of the hospital is responsible 
for the type of medical care ren- 
dered. It is their duty to see that 
only qualified physicians are mem- 
bers of the staff. In no other way 
can the board of trustees control 
the quality of medical care ren- 
dered. ‘The American College of 
Surgeons in its standardization pro- 
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gram recognizes the need of ap- 
pointing only qualified men to the 
staff. ‘The American Medical Asso- 
ciation is even more stringent in its 
requirements for hospital approval 
for training interns, residents, and 
fellows, and the American Specialty 
Boards require still higher stand- 
ards of approval for the hospital 
and the medical staff. 


There is a widespread clamor on 
the part.of the public and physi- 
cians for more hospital beds. ‘The 
medical profession raises this ques- 
tion: “How can every qualified 
physician have access to a hospital?” 
The answer is, in general terms, 
quite simple—provide more hospi- 
tal beds. There is, however, an- 
other question that really is arising 
throughout the country and which 
has not been stated. It is: “How 
can every doctor have access to a 
hospital?” Or, more pointedly still: 
“How can unqualified doctors have 
access to a hospital?” The latter 
question is one that can be an- 
swered by time. 


Schools Lacked Uniformity 
In 1910, surveys of medical 
schools in the United States by the 
American Medical Association and 
a report by Abraham Flexner for 
the Carnegie Foundation drew at- 
tention to the great need for sweep- 
ing reorganization of medical edu- 
cation. That reorganization was 
well under way in 1914, and the 
first graduates of Grade A medical 
schools came about 1918 and 1920. 
Unfortunately, in the history of 
these United States and particular- 
ly before 1920, there were insuffi- 
cent hospitals beds to providé in- 
tern service for all of the medical 
graduates. In addition, it was not 
until 1926 that the last Grade C 
medical school went out of busi- 
ness. There was a combination of 
lack of uniformity in medical 
schools as to standards of educa- 
tion and training, and the marked 
lack of intern service for post- 
graduate medical training of all of 
the doctors who graduated. 
Naturally, many physicians who 
graduated prior to 1925 did not 
have the good fortune to receive 
the necessary training in order to 
qualify for staff appointments to a 
1ospital which is approved by the 
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American College of Surgeons, the 
American Medical Association, or 
the specialty boards. ‘This situation 
has slowly improved. Now all med- 
ical school standards of education 
and training are fairly well uni- 
form and of high quality, and there 
are many more hospitals for intern 
and residency training. 

There still remains, however, the 
necessity of selling to many hospi- 
tal boards of trustees and medical 
staffs, the idea that the hospital 
should institute at least intern 
training, and, in many instances, 
the training of residents and fellows 
in the various medical specialties. 
If sufficient hospital beds can be 
provided to take care of qualified 
physicians, the real question is how 
can all doctors become qualified? 
The answer is time and intern 
training in an approved hospital. 

Let us return to the question of 
the closed staff. The assumption on 
the part of many that the closed 
hospital staff limits the number of 
qualified physicians is in most in- 
stances not entirely true. The closed 
staff is and should be a limiting 
factor in the appointment of un- 
qualified physicians and not a limit- 
ing factor in the appointment of 
qualified physicians. Certainly in 
the larger hospitals with ample bed 
capacity, there is little question 
about appointing qualified physi- 
cians to the staff. Given sufficient 
hospital beds, most hospital boards 
and staffs will recommend qualified 
physicians for appointment. 


Without sufficient beds, it is dif- 
ficult for all qualified physicians to 
have hospital facilities, even if they 
are presently members of a closed 
staff. Our hospitals with a closed 
staff of physicians carefully selected 
and qualified are at times unable to 
provide beds. This is one of the 
greatest challenges to hospital trus- 
tees. Unless they meet it, there is 
great danger that the federal gov- 
ernment will attempt to furnish the 
hospital beds. 

The Veterans’ Administration is 
anxious to obtain qualified medical 
men, interns and residents. The 
Veterans’ Administration realizes 
from war experience that qualified 
physicians, particularly those certi- 
fied by the American Specialty 
Boards, give the type of medical 
care that the people demand and 





should obtain. With the young men 
returning from military service who 
have had excellent medical educa- 
tion and almost invariably some in- 
tern service, there should be no dif- 
ficulty in the appointment by the 
hospital trustees of qualified phy- 
sicians. 

I predict that in the next ten 
years, the improvement in medical 
care will be startling, if not amaz- 
ing. The record speaks for itself. 
In the war from which we are just 
emerging, the quality of medical 
care was much higher than in the 
first world war, and the improve- 
ment is due almost entirely to the 
improved quality of medical train- 
ing and not to plasma, and sul- 
fanilamide, and other therapeutic 
drugs, agents, and devices. Immedi- 
ate evacuation to properly equipped 
and conducted hospitals where such 
qualified men could work was a 
major factor. 


List Publications 


I have not gone into detailed 
discussion of the responsibilities of 
the trustees, the administrator, and 
the medical staff. Such information 
is adequately set forth in such pub- 
lications as: 

THE 1945 Hosrirat Review, a brochure 
published by the American Hospital Asso- 
ciation in September, 1945. 

Tue Cope oF Hosvirat Etuics, approved 
and adopted by the American Hospital As- 
sociation and the American College of 
Hospital Adininistrators. 

HospirAL MANAGEMENT AND ORGANIZA- 
TION by Dr. Malcolm T. MacEachern, 
which every trustee and hospital adminis- 
trator should have. 

THE MepICcAL STAFF IN THE HospitaL by 
Dr. Thomas Ponton, published by the 
Physicians Record Company. 

THe Hoserrat iN Mopern Society by 
Dr. A. C. Bachmeyer and Gerhard Hart- 
man. 

THE Copr oF Eruics For Hospirat Trus- 
TEES as presented at the ‘Trustees Round 
Table Conference at the convention of the 
American Hospital Association in Dallas, 
Texas in September, 1938 and published 
in the 1938 TRANSACTIONS OF THE AMERI- 
CAN HosprraL ASSOCIATION. 


What we have tried to do has 
been to present a critical analysis 
of the subject and to attempt to vis- 
ualize it for you as a complete sub- 
ject in simple exposition, and to 
stimulate your: interest to the ex- 
tent that you will consider the prob- 
lem and refer to the abundant and 
detailed literature on the subject. 
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ie THIS COUNTRY, We think and 
talk in sweeping generalities: 
Labor and management. Workers 
and capital. ‘The union and the 
employer group. Workers and the 
white collar class. So have we come 
to speak of people in group termi- 
nology rather than as individuals. 
This is a serious mistake. No two 
persons are identical. Each has his 
own interests, opinions and _ reac- 
tions and wants to be considered 
and treated as an individual. 

We have lost sight of the fact that 
the fabric of our nation is woven 
from a myriad of threads—each of 
which is a group enterprise with its 
own specific objective, be it a retail 
store, a manufacturer, a hospital, a 
church, an army or a chamber of 
commerce. The strength and suc- 
cess of the whole depends upon the 
quality of the service rendered by 
these individual units. 

In hospitals, adequate physical 
facilities are important but remark- 
able surgical feats have been per- 
formed on the battlefield and the 
dining room table. Equipment is 
important, but no scalpel ever made 
an incision without a skilled hand 
to guide it. Materials are essential, 
but they never cured a patient with- 
out proper prescription and ad- 
ministration. 

The management of any organ- 
ization interested in giving effective 
service today and in building for 
the future must realize that its first 
job is the careful selection of per- 
sons brought into the organization; 
their introduction and proper place- 
ment; their development to the 
point of maximum usefulness; the 
maintenance of their happiness and 
pride in their work and in their 
organization. 

Handling persons is personnel 
administration — synonymous with 
management. It is an integral part 
of management just as financial 
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management and the management 
of operations are—and incidentally 
“personnel administration” is a 
good term. Perhaps its greatest com- 
petitor is the widely but mistakenly 
used, “industrial relations.’ In the 
first place, industry has relations 
with customers, suppliers, stock- 
holders, competitors and govern- 
ment, as well as with its own em- 
ployees. Yet “industrial relations” 
as used too frequently implies only 
the latter. In the second place, this 
term fails to recognize the fact that 





OUTLINE OF 
PERSONNEL RELATIONS 


1. Employment 
Source relations 
Recruitment and selection 
Placement 
Il. Training 
Induction—To institution 
To department 
To job 
Supervisory—Working relations 
Preparatory 
Continuing 
Planned contacts 
II]. Personal inventory 
Individual appraisal and develop- 
ment 
IV. Employee services, activities and se- 
curity 
Health, hygiene and safety 
Counselling on personal problems 
Food 
Rest rooms 
Recreational and educational fa- 
cilities 
Job evaluation and salary adminis- 
tration 
Two-way communication 
Assistance in development of ac- 
tivities 
Insurance plans 
V. Research and Planning 
Legislation 
Economic and social trends 
Knowledge of employee opinion 
and reaction 
Programs and techniques 














non-industrial organizations — hos- 
pitals, schools, banks and others— 
have the same interests and prob- 
lems in this field that the industrial 
organization has. 

It may be helpful to examine the 
scope and at least the major com- 
ponents of personnel administra- 
tion. Personnel administration di- 
vides logically into three major 
areas: Personnel relations, public 
relations, and if a formal organiza- 
tion of certain of its members exists 
for purposes of collective bargain- 
ing, there is a third area, contractual 
labor relations. Personnel relations 
is preventive, contractual labor re- 
lations curative. 

From a _ hospital management 
viewpoint the first two, personnel 
and public relations, should be the 
most important spheres of interest, 
so let’s examine them a bit further 
in reverse order. Good public rela- 
tions is in large measure the result 
of an “inside job” well done. Pa- 
tients, their relatives and friends 
and the people who are associated 
with the work of the institution are 
self-appointed emissaries of good or 
ill will and the residents of a com- 
munity will judge by what they see, 
hear and experience. The skill and 
performance of the physicians and 
surgeons associated with the staff, 
the intensity of their interest and 
support of the institution; the char- 
acter of nurses, and quality of nurs- 
ing; the cleanliness of corridors, 
rooms and linens; the quality of 
food and the way it is presented to 
the patient with a below par ap- 
petite; provision of a comfortable 
place for the anxious visitor to wait; 
facilities for telephoning and writ- 
ing, the quality of reception and 
attention accorded—these are things 
that create good public relations. 
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The acquisition of new and more 
effective equipment, the efficient 
preparation for emergencies, the 
adoption of new forms of treat- 
ment, plans for expanding facilities 
—assurance that forward planning 
is being done to maintain efficient 
personnel and adequate physical 
resources—are facts in which the 
community is interested and which 
should be publicized through news- 
papers, the hospital publication and 
bulletin boards. 

But the keystone of results 
achieved is the quality of the per- 
sonnel relations job done. Atten- 
tion must be focused on it. Break- 
ing it into smaller segments may 
prove helpful. 

Presented herewith is a suggested 
outline against which our approach, 
our status and our plans in this 
phase of management may be 
checked. Of necessity, it hits only 
the highest of the high spots. 

Since the caliber of personnel in 
large measure determines the per- 
formance of an organization, it is 
important that adequate care and 
intelligence be exercised in its pro- 
curement and selection. To secure 
the greatest possible number of 
candidates and the fullest possible 
background of each requires time, 
effort and energy but it is poor 
economy to be miserly in this re- 
spect. 

Having made the choice with ut- 
most care there follows the obliga- 
tion to introduce the new employee 
to the hospital—its history, its ob- 
jectives, its basis of organization, in- 
terdepartmental relationships, what 
lies ahead for the individual, the 
story of the persons with whom he 
will work, his responsibility ‘and 
authority, hours of work, basis and 
time of paying, rules and regula- 
tions and why, location of rest 
rooms, employees’ security plans, 
how his work is to be performed. 


‘The purpose here is to anticipate 


questions that will come into his 
mind in order that he may feel 
welcome, is a valued individual, 
and will be enthusiastic about his 
new job, the importance of which 
he recognizes. Has the hospital a set 
of job specifications? Has it an or- 
ganized outline and plan to insure 
an adequate introduction? Has the 
hospital ever prepared a written 
statement of what is wanted and 
needed from each supervisor in his 
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specific job? Or are they expected 
to try catch-as-catch-can to see who 
comes out on top. In such a process 
the organization will be the inno- 
cent, injured bystander. 

It is not enough just to prepare 
a carefully selected individual for 
a supervisory position. If he or she 
is to continue to function effective- 
ly, planned training must be pro- 
vided on a continuing basis. All 
too often the supervisor becomes so 
loaded with work or at least so en- 
grossed in the operation of his or 
her own section that the perspective 
suffers. A schedule of planned con- 
tacts outside the department is sug- 
gested to keep the supervisor abreast 
of developments and to produce a 
more objective view. 

No personnel organization can be 
fully efficient unless those who can 
“do something about it,” the super- 
visors, have an accurate knowledge 
of the strengths and weaknesses of 
their subordinates. Every super- 
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visor has opinions of the capabili- 
ties of persons under his direction 
but are they based on fact, free from 
prejudice and known to the indi- 
vidual worker? There is no easy 
road to accurate individual ap- 
praisal. It is hard work, but it has 
to be done. One should be wary of 
point-rating systems. Fifty good ap- 
ples and 50 bad apples do not make 
100 medium apples. And the em- 
ployee subjected to rough treatment 
without prior warning, even though 
deserved, has a justified complaint. 

Human effort can be regimented, 
legislated, forced against its will for 
only short periods of time. Men do 
things well only when they want to. 
Perhaps the greatest incentive to 
creating an interest and an en- 
thusiasm in their work comes 
through the provision for them of 
services, activities, and security. 
Countless attitude surveys conduct- 
ed throughout the country and in 
varying types of organizations in- 
dicate that money is important in 
the minds of employees, but recog- 
nition of them as individuals, re- 
gard for their ideas, reactions, in- 
terests, abilities supersede a desire 
for money alone. Here is a fertile 
field for attention in hospital man- 
agement. 

Perhaps it may surprise you to 
hear that many of us engaged in in- 
dustrial personnel administration 
envy those in hospital management 
the unusual opportunity they have 
to develop pride and job satisfac- 
tion among members of their or- 
ganizations. Hospitals are not con- 
stantly under suspicion, the need 
for their services is readily recog- 
nized throughout the community, 
they are wanted and they are not 
thought of as profit hungry octo- 
puses. Their merciful services touch 
people directly and are readily ap- 
preciated. Contributions of the 
nurse, the technician, the intern, 
the clean-up crew, the dietitian, the 
laundry worker, the ambulance 
driver—not just those of the phy- 
sician and surgeon, the staff and 
the board—are quickly apparent to 
all. 

If there is failure by any person 
associated with the institution to 
appreciate the value of the impor- 
tant part he plays, management has 
failed to discharge fully its obliga- 
tion. It is not so easy in industrial 
and commercial enterprises. 
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Mutual Confidence Leads to Better 
PROFESSIONAL RELATIONS | 


HE ULTIMATE SUCCESS of any pro- 
f yen designed to improve or 
maintain high professional stand- 
ards depends largely on the care 
and judgment displayed by those 
in authority in establishing the 
proper type of medical staff organi- 
zation and in selecting the leaders. 

The trustee or governing board, 
because it is responsible for the efh- 
cient operation of the hospital, 
must have the authority to grant 
privileges to practice in the hospi- 
tal and appoint staff members to 
carry on the medical program. In 
many instances the trustees assume 
that they have discharged their re- 
sponsibility toward the medical 
service when they appoint the staff, 
but such is not the case. As they 
represent the community and those 
who come as patients to the hospi- 
tal, the trustees must continue to 
concern themselves with the quality 
of professional service given in the 
institution. 

Because of conditions peculiar to 
hospital operation when the staff 
is organized and ready to function, 
a dual authority arises immediately. 
Lay boards are seldom capable of 
fully evaluating the quality and 
efficiency of the medical service, but 
the primary responsibility is still 
there and so they must depend 
upon the leaders in the staff for in- 
formation and advice in this very 
important phase of hospital service. 
Is it any wonder that so much em- 
phasis is placed on the importance 
of care, study and caution in the 
appointing of the medical staff by 
the board? 

Fortunately the physicians ap- 
pointed to the staffs of hospitals are 
usually men who are keenly inter- 
ested in advancing the medical serv- 
ice and have a high regard for the 
fine ethics of their profession. On 
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the other hand, however, many are 
inclined to consider the hospital as 
a workshop and the care of their 
patients as no concern of others. 


This attitude may have been 
proper in the days when hospitals 
were mere workshops, but this defi- 
nitely is not the case today. With 
the great advance in diagnostic and 
therapeutic equipment and in the 
quality of training given to hospital 
personnel, the hospitals of America 
are today partners with physicians 
in giving the finest care the world 
has ever known. As partners it then 
becomes the obligation of hospitals 
to take a hand in maintaining such 
service for its patients—How then 
can we improve the coordination 
of the duties and authority of the 
board and the staff so that we may 
develop and maintain a_ higher 
standard of professional service to 
meet the demands of the postwar 
period? 

The administrator is the link be- 
tween the board and the detailed 
operation of the hospital and, to be 
the efficient executive demanded 
today, he must also be instrumental 
in forging a stronger bond of mu- 
tual confidence and understanding 
between the lay and _ professional 
elements in his hospital. This is no 
easy task when we consider how 
widely separated are these two 
groups in training and experience. 

Whenever hospital people meet 
to discuss their common problems 
there soon develops the question of 
how the administrator can best 
have a hand in maintaining high 
professional standards. He can, if 
he wishes to commit administrative 
suicide, seek arbitrary action by his 
board as a means of putting his 





own ideas of proper medical service 
into practice. Such procedure will 
not only jeopardize the position of 
the administrator but will develop 
quickly a breach between staff and 
board which will take months to 
heal. 

No action affecting the medical 
staff should be taken by the board 
until there is a mutual understand- 
ing between the two groups. If ar- 
bitrary action ever becomes neces- 
sary, the point is then reached 
where there must be a complete re- 
organization of the staff, for no hos- 
pital can function properly without 
a satisfied and cooperative staff. 

If then the administrator is not 
justified in influencing action by 
the board on such matters, how 
shall he obtain consideration for 
his ideas? There is only one way: 
by creating for himself the staff's 
full confidence in his ability and 
integrity and thereby gaining for 
himself a place in the deliberations 
of the staff. 

It may be well to consider the 
importance of having a small unit 
of the staff responsible for the con- 
duct of its business, the investiga- 
tion of physicians applying for priv- 
ileges and the forming of recom- 
mendations to the board covering 
the operation of the hospital: When 
the staff is composed of depart- 
ments representing the various spe- 
cialties a very workable plan is to 
have the chiefs of these departments 
constitute an executive staff with 
the authority and responsibility for 
the duties just mentioned. Certainly 
the executive staff must be limited 
in membership, but at the same 
time representative of all medical 
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and professional interests in the 
institution. 

To the administrator, this unit 
of the staff is of greatest importance 
as his ideas for the improvement of 
the professional service must come 
through this channel. He should 
be so fully trusted by all staff mem- 
bers that he will be welcome at all 
their meetings and have the priv- 
ilege of entering into the discussion 
of matters affecting the hospital 
standards of service—both admin- 
istrative and_ professional. 

But with these privileges goes 
a greater responsibility and the im- 
portant obligation of guiding the 
thoughts and actions of board and 
staff so that regulations governing 
the operation of the staff shall be 
the result of mutual understanding. 

This principle is well illustrated 
by two rather drastic decisions 
made by our board during the past 
few years. One provided that physi- 
cians delinquent in medical records 
for more than go days be denied the 
privileges of the hospital until such 
delinquency is cured. At the time 
this rule was put in force we had 
some 700 delinquent records. To 
make such a rule, much less to en- 
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force it, was revolutionary. Imagine 
the situation if such action had 
been arbitrarily taken without the 
full backing of the leaders in our 
medical staff. But it was enacted 
and enforced and has been working 
wonderfully ever since. The goal 
was not reached without some dis- 
agreeable situations, but fortunate- 
ly much groundwork was laid in 
the months before by creating a 
closer relation between staff and 
governing board. Only through mu- 
tual confidence and respect can 
such drastic rules be made to work. 
Probably the most serious but 
courageous action that can be taken 
by the governing board of a hospi- 
tal is that of revoking or terminat- 
ing the privileges of a doctor to at- 
tend patients in the institution. No 
action brings up more legal compli- 
cations and certainly none precipi- 
tates more law suits. During the 
past year our board has terminated 
the privileges of two of the staff 
members. In one case the action 
originated with the executive staff. 
In the other it was started by the 
board. In both cases the final deci- 
sion was arrived at through unani- 
mous approval of both bodies. 


Fiigher Standards Through 
PROGRESSIVE POLICIES 


ROPER STAFF ORGANIZATION is 
Pyital to the welfare of the indi- 
vidual patient. No matter how 
complete the hospital’s physical 
plant and facilities may be, unless 
its physicians are well organized, 
their skill, no matter how ad- 
vanced, will not be likely to re- 
sult in the greatest benefit to the 
patients. 

The medical staff has numerous 
functions to perform. Briefly, they 
include these: 

First, and foremost, is the profes- 
sional service rendered the sick and 
injured in accordance with the 
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precept of advancing - scientific 
medicine. 

Second, it will be the medical 
staff that initiates and ultimately 
executes staff regulations, educa- 
tional programs, research and other 
activities necessary to maintain the 
highest possible scientific standards. 





From an address presented by Dr. 


Ward at the meeting of the Association . 


of Western Hospitals, Los Angeles, 
May 14-16, 1946. 





This is again concrete evidence 
of close cooperation and mutual 
understanding and a full accep- 
tance. of the principle that it is the 
responsibility of the board and staff 
to be ever vigilant in safeguarding 
the welfare of the patient by main- 
taining high professional standards. 

There will be new problems in 
the postwar period, but all will be 
comparatively easy to solve if we 
have established confidence and a 
well defined course of action. 

The attitude of doctors returning 
from service is somewhat changed 
by the influence of military regula- 
tions and procedures. These doc- 
tors, especially the younger ones, 
are to mold the character of service 
in the future. Upon us falls the 
task of meeting these new ideas and 
applying them to the best interest 
of the patients we serve. Tradition 
and precedent should not be al- 
lowed to fog our viewpoint nor 
lead us to cast aside new ideas for 
improvement of our professional 
service. We should enter into full 
discussion and consideration of all 
proposals from these younger men 
and have a continuing part in de- 
veloping procedures and practices. 


Third, the medical staff will 
serve in an advisory capacity to the 
administrator and the governing 
board by transmitting opinions re- 
garding the needs of those engaged 
in the medical work of the hospital. 

Fourth, is the regular review or 
audit of the results obtained, with 
the members of the medical staff 
functioning as a collaborating self- 
appraising organization. 

Fifth, the staff will provide not 
only an educational program for 
itself to maintain a high standard 
of medical efficiency, but it will 
take an active part in formulating 
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a similar plan of procedure for 
the interns, residents, nurses and 
other professional personnel of the 
hospital. 

Organization of the medical staft 
varies from the simplest type of un- 
differentiated group which is often 
found in the small hospital where 
specialization is not developed to 
any extent, to the highly depart- 
mentalized medical staff existing in 
the large teaching hospitals. Medi- 
cal staff organization must become 
the coordinated mind of all of the 
physicians treating patients in the 
hospital. 

As a general statement, it might 
be said that, regardless of type, ex- 
cellent standards and efficiency will 
be maintained if the members of 
the medical staff are ethical, com- 
petent, and are well organized. 


Stimulates Medical Research 


The trend toward the teaching 
type of hospital organization is now 
universal, and this means depart- 
mentalization and specialization. 
Departmentalization of the medi- 
cal staff stimulates scientific work 
in the hospital and is essential in- 
sofar as it is possible and prac- 
ticable. Differentiation of the staff 
into its various specialties places re- 
sponsibility more adequately and 
promotes better administration of 
the professional services. The ex- 
tent to which a medical staff may 
be departmentalized is generally 
proportional to the degree of spe- 
cialization of its members. 


In a small community it is diffi- 
cult for a physician to succeed in 
the practice of a specialty alone, 
but there should be a continued 
attempt on the part of the small 
community’ hospital to develop 
specialization by encouraging post- 
graduate work, by urging refresher 
courses and by elevating young 
men who have demonstrated a par- 
ticular activity. 

We must bear in mind that there 
is a very definite trend toward spe- 
cialization in medicine. A recent 
poll of the last two graduating 
classes of the University of Minne- 
sota Medical School on their plans 
showed that only one of the 212 
graduates was going into general 
practice following one year’s in- 
ternship; 85 per cent said they 
were going to seek American Board 
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certification. Another interesting 
fact from this poll was that a ma- 
jority, 60 per cent, plan to practice 
in small communities in small 
groups. : 

Whatever the staff setup, from 
the most intricate specialty organi- 
zation to the simplest departmental 
arrangement, there should exist a 
well conceived plan of interrela- 
tionships for all of the component 
divisions. Each division should pos- 
sess a chief and there must be 
strong teamwork among all the 
divisions. 

While specialization is impor- 
tant where there is a need for it, 
over departmentalization is to be 
avoided. It is more advantageous to 
the hospital to have a strong serv- 
ice than a conglomeration of sev- 
eral weaker divisions with poorly 
trained staff men. 

Whatever the degree of special- 
ization and departmentalization, 
the governing board is responsible 
for the efficient management, con- 
trol and functioning of the hos- 
pital, including proper safeguards 
for the professional care of patients. 

Unity and understanding _be- 
tween the governing board and the 
medical staff which treats the pa- 
tients is not only desirable, but 
essential, for no hospital can - be 
properly conducted when. author- 
ity and responsibility are divided. 
There are several methods by which 
this unity can be accomplished: 

1. Through the administrator 
serving as the liaison officer or 
mediator. This appears to be the 
most prevalent and desirable. 

2. Through a joint committee 
composed of members of the gov- 
erning board and members of the 
medical staff, including the admin- 
istrator. The joint conference com- 
mittee has proved to be a workable 
arrangement. 

3. Through representation on 
the governing board by one or 
more members of the medical staff. 
Medical representation on the gov- 
erning board has been found to be 
satisfactory, although authoritative 
opinion advises against the latter. 

No particular method can be 
considered applicable to all insti- 
tutions. Each must find the ar- 
rangement most suitable to its 
needs and make its decision ac- 
cordingly. 

Whatever the staff organization 


determined on for the individual 
hospital, it should encourage an 
effective consultation system in the 
hospital. Consultations should not 
be limited to written opinions or 
routine correspondence. The value 
of formal or informal discussions 
among physicians is evident in 
stimulating an exchange of profes- 
sional impressions. Consultation 
must provide personal contact of 
the attending physician and his 
consultant. 

It is no confession of weakness, 
but rather an act of wisdom for the 
skilled surgeon to ask for a medical 
opinion or vice versa. In fact, some 
hospitals insist, and justly so, that 
no patient be permitted to go to the 
operating room for major surgery 
without a medical opinion being 
recorded on the chart. Some hos- 
pitals are inclined to accept the con- 
sultation rate as an index of the 
fidelity of the physician to his pa- 
tient. 

From the standpoint of consulta- 
tion, a staff is as good as its flexibil- 
ity and as inefficient as its lack of 
ability to engage in interdepart- 
mental communication and service. 


Teaching Program Varies 


Equally as important as the care 
of the patient is the educational 
program of tomorrow’s hospital. 
This will vary considerably, de- 
pending upon the type and size of 
the institution. In addition to ade- 
quate care of the patient, maximum 
service implies a need for the best 
possible diagnostic and therapeutic 
facilities; manipulation of modern 
scientific equipment by specially 
trained men and women; stringent 
education and training for the 
young doctor, nurse, physiothera- 
pist, medical technician, dietitian 
and other professional personnel. 

This advanced education and 
training for physicians and others 
will prepare them in their various 
specialties. Such an educational 
program is consistent with the re- 
cent rapid development in graduate 
medical education, refresher courses 
and medical institutes and the es- 
tablishment of medical specialty 
boards for the registration and cer- 
tification of the specialist. 

The more highly specialized 
medicine becomes, the more essen- 
tial is adequate staff organization 
for perfect coordination. The hos- 
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pital, as a result, finds itself the cen- 
ter not only of scientific medical 
practice, but it holds a key position 
for the continued medical educa- 
tion and training of the recent grad- 
uate and practicing physician and 
other professional personnel. Cen- 
tering medical practice around the 
hospital where the best facilities 
are available places the hospital in 
a role equally important to that 
maintained by the medical school 
in this progressive educational pro- 
gram. 
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The physician, administrator and 
hospital trustee realize that coordi- 
nated effort, administered accord- 
ing to certain principles of good 
sense long recognized in business, 
can be utilized without jeopardiz- 
ing the care of the patient or pro- 
fessional ethics. 

The administrator should be one 
who initiates ideas and policies, and 
carries out the policies adopted by 
the governing board and medical 
staff. In other words, he should not 
be merely a sounding board to re- 


flect the opinions of members of the 
medical staff or the governing 
board. The administrator must lead 
as a coordinator and mediator. 

In the last analysis, the adminis- 
trator is in control—he must assume, 
to the fullest extent, the duties and 
responsibilities that have been dele- 
gated to him by the governing 
board. And perhaps his greatest 
contribution in tomorrow’s hospital 
is the initiation of progressive ideas 
and policies. 


Ouestion-Answer Meeting in Effect Is 
POSTGRADUAT E TRAINING 


| eo IN 1944 a new type of staff 


meeting was inaugurated at 
Geneva Community Hospital as an 
experiment by the author. Its pur- 
pose was to act as a perpetual type 
of postgraduate training in which 
the staff men themselves were, in 
the main, the active contributors. 
After two years of use its success 
has been very gratifying, The enthu- 
siasm of the original participants 
is now overshadowed by that of re- 
turning servicemen. These are men 
who find the programs filling the 
gaps in their medical knowfedge 
resulting from assignments to the 
narrow limits of military medicine 
for several years. 


Community Hospital is a 100-bed 
institution on the outskirts of Chi- 
cago. Approximately 25 doctors 
constitute the medical staff. A min- 
ority of these men limit themselves 
to the pursuit of a narrow special 
field. All are busily engaged in the 
practice of medicine with as little 
time to devote to postgraduate 
course as doctors in general. Meet- 
ings are held on the first and third 
Tuesdays of each month, starting 
at 11:30 a.m. and continuing to 
1 p.m., at which time lunch is 
served. Few meetings fail to extend 
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beyond 1 p.m. due to lively discus- 
sions that are underway. 

A chairman for programs _ is 
elected or appointed. He in turn 
selects his own advisory committee 
of three. These individuals canvass 
the staff for topics that need bring- 
ing up to date, greater clarification 
or introduction, as new advances in 
medical knowledge. Subjects are 
readied for six months in advance. 
A subject is then divided into 
many parts to permit 10 to 15 min- 
utes’ presentation by men at one, 
two or three meetings. Assignment 
is made far enough in advance to 
allow ample time for the busy doc- 
tor to review his subject and nar- 
row it down to a brief talk. The 
time limit has ‘prompted the cull- 
ing of unessentials. In some in- 
stances, the time is limited to five 
minutes or extended beyond fifteen 
minutes. 

After all the papers or talks have 
been delivered for a given meet- 
ing, questions are directed at the 
speaker from the floor. Answers 
are forthcoming and discussions 
started. Any questions that are left 


unanswered and those that pro- 
mote controversy, are compiled by 
the secretary for the program 
chairman. Armed with a list of 
provocative questions, the chair- 
man contacts an authority in the 
field covered and invites him to a 
future meeting to answer the 
questions and enter into more dis- 
cussion. 

Most of our guest speakers have 
been associated with Chicago medi- 
cal schools. A list of the questions 
is sent to the speaker a week in ad- 
vance of our meeting. Only one 
invitation could not be accepted in 
two years. Those who entered the 
program left as enthusiastic as the 
staff. All felt they had learned as 
well as contributed. An amazing 
amount of material can be covered 
and well digested in this manner. 

Many fields of medicine have 
been explored by this sort of pro- 
gram. We have covered pernicious 
anemia, penicillin, peptic ulcer, 
neurology, dermatology, orthope- 
dics, biliary disease, including 
medical management and surgical 
management, injuries of the abdo- 
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men, disorders of the urinary sys- 
tem and _ gynecological disturb- 
ances. Some of these subjects have 
been covered in two staff meetings, 
whereas, as many as eight have 
been devoted to others. At the pres- 
ent time we poll the returning 
servicemen for what knowledge 
they feel would be helpful and de- 
vote our program to the desired 
field. 

A characteristic program might 
be helpful if presented in detail. 
To cover the subject of urinary 
tract disease, subdivisions were 
made as follows: Anatomy of the 
kidney, physiology of the kidney, 
laboratory diagnosis of kidney func- 
tion and pathology, diagnosis and 
treatment of medical diseases of the 
kidney, diagnosis and treatment of 
surgical diseases of the kidney and 
tumors of the kidney. 


Fifteen minutes were devoted to 
each of these topics by the discus- 
sant. Open discussion followed with 
the resulting questions tabulated 
for the guest speaker: 

What is the importance of the 
lymphatic from the transverse 
colon to the kidney; explanation 
of relation of upper respiratory in- 
fection to pyelitis? 

Is concentration and dilution 
test more useful than PSP? 

What is the significance of small 
amounts of albumin in urine? 

Explain the use of plasma for 
diuresis. 

What should be.done about uro- 
logical bleeding after work up fails 
to remove cause? 

How reliable are kidney x-ray 
studies in diagnosis? 

What is the prognosis in kidney 
tumors? 

What is the limit to the amount 
of mercurial diuretics that can be 
given? 

What is the most valuable diag- 
nostic test for early kidney disease? 

What advice should a _ patient 
get who has early nephritis? 

Are people with nephritis ever 
completely cured? 

What is the value of amphojel in 
prevention of phosphase stone? 

What should one do about poly- 
cystic kidneys? 

What should be done about an 
individual who passes kidney stone 
and presents no further symptoms? 
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Where do kidney pelvic infec- 
tions usually start from? 


Why do women have more at- 
tacks of pyelitis? 


Is tuberculosis ever primary in a 
single kidney? 

What should be done with an 
ectopic kidney? 

Is hypertension primarily a dis- 
ease of the kidney? 

Can stones be dissolved medi- 
cally? 

What can be done for a man 
with both kidneys filled with 
stones? 

Is there any kidney extract of 
value in kidney disease? 

What is the value of strepto- 
mycin? 

What is the value of diet in kid- 
ney disease and stones? 

Due to the extent of the subject, 
a prominent urologist and an 
equally well known internist were 
invited. Each man received a copy 
of the questions a week in advance. 
At the meeting he gave a conclu- 
sive answer or his best opinion to 
the question asked. Open discus- 
sion was invited from the floor and 
a most instructive session followed. 

A very interesting group of ques- 
tions derived from our meetings on 
peptic ulcer and neurology: 

What are the important. points 
in the diagnosis of peptic ulcer? 

What is the cause of peptic ulcer? 

Do peptic ulcers recur or new 
ulcers develop? 

Why the different incidence in 
men and women? 





“W* ARE LIVING in a distraught 
world and a maze of changes. 
Progress will depend upon clear-eyed, 
unemotional looking into the future 
and thoughtful planning to meet new 
conditions. A general nation-wide 


examination and re-evaluation of 
health services is now in progress. 
All over the country, hospitals, health 
organizations, and related groups are 
studying ways and means of provid- 
ing better and wider medical and hos- 
pital care.” 

—From the 1944 annual report of 
Lincoln Cromwell, president of the 
board of St. Luke’s Hospital, New 
York City. Claude Munger, M.D., is 
director of the hospital. 











What is the value of histamine 
in diagnosis of ulcer? 


What role has appendicitis in 
the cause of peptic ulcer? 


What is the value of the gastro- 
scope in ulcer diagnosis? 

What is the value of gastric an- 
alysis in diagnosis? 

What is the quality of results in 
gastrojejunostomy and partial gas- 
trectomy? 

Explain management of flatu- 
lence. 

How soon does one get skull 
fracture patients up? 

How does one rule out hysterical 
epilepsy? 

What are the dangers and value 
of lipiodal infections into spinal 
canal? 

Explain paralysis agitans treat- 
ment. 

Is there a treatment of multiple 
sclerosis? 

Explain pyradoxine value and 
other vitamins in neurological con- 
ditions. 

What is the value of alcohol in- 
jections for nerve disorders? 

Explain the treatment of dis- 
placed intervertebral disc. 

What is the treatment of shin- 
gles? 

What is Meniere’s syndrome? 
What should be done about it? 

What should be done in idio- 
pathic epilepsy if dilantin, barbi- 
tuates and bromides do not stop 
attacks? 

Describe the ultimate picture of 
epileptics. 

What is the value of quinine in 
Thompson’s disease? 

What is the value of histamine 
in vascular types of headache? 

Explain the value of electro-en- 
cephalograms? 

What is Guillan-Barre syndrome? 

How long do you treat syphilet- 
ics with neurological findings? 
What is prognosis if not treated? 

The answers for the specific 
questions asked the guest speaker 
or speakers are written up by the 
secretary for mimeographing by 
the hospital office force. A copy is 
provided for reference to each 
member of the staff. 

Many of our guest speakers, im- 
pressed by the results of the proj- 
ect, have carried this type of pro- 
gram back to their own hospitals. 
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Efficient Group Practice as a Step Toward 
TOP CARE FOR ALL 


eel MORE AND MORE phy- 
sicians have expressed interest 
in group practice, incited perhaps 
by a questionnaire sent out by the 
American Medical Association—re- 
turns from which indicated that 
more than 60 per cent of physicians 
in the Armed Forces desired to ally 
themselve$ with some form of group 
practice. We have had several indi- 
viduals and groups visit us, and 
perhaps you may be interested in 
some of their questions. 


The first question usually asked 
is: “How did you come to organize 
a group, and what was behind the 
program?” There was a realization 
that the expense of modern medical 
training and of scientific medical 
care had advanced to the point 
where that very science had pro- 
duced a unit cost of its product 
which was, and still is, beyond the 
reach of many of its consumers. 
There always will be a basic unit 
cost for good medical care which 
cannot be reduced further without 
danger of depriving patients of the 
benefits of important methods of 
diagnosis and treatment, or of com- 
promising the quality of men who 
will be attracted to a medical 
career. 


A second reason is that in that 
section of northern New England 
between Boston and Montreal 
there was almost a complete ab- 
sence of men of recognized training 
in the specialty fields of medicine. 
Third, the area served by the 
Hitchcock Hospital was populated 
by a relatively low-income group, 
and any improvements had to be 
consummated without materially 
increasing the unit cost of medical 
care. 


Summarizing these reasons we 


From an address given by Mr. Smith 
at the New England Hospital Assembly, 
Boston, March 11-13, 1946. 
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found that adequate facilities for 
medical care in our locality had to 
be made available at a cost which 
would not deny them to any indi- 
vidual. 


Predominant in the considera- 
tion was the feeling that the eco- 
nomics of medical practice and ad- 
justment of apparent inconsist- 
encies did not lie within the scope 
of the individual physician, but 
even then had become the joint 
responsibility of society as a whole 
and of the medical and allied pro- 
fessions. Factors bearing on this 
were: Inadequacy of the individual 
physician to cope with the rapidly 
increasing demands in the field of 
modern medicine; desirability of 
unified action to meet impending 
development and problems in med- 
ical practice; and necessity of cor- 
relating the expansion of the hos- 
pital staff to cover specialty fields. 


So this was our problem. Now 
what to do about it? To begin with, 
Mary Hitchcock Hospital had serv- 
ed as the teaching institution for 
Dartmouth Medical School and as 
such always had functioned with a 
closed staff. From here we advanced 
to thinking about the formation of 
a rural medical center, one with 
complete coordination of the par- 
ticipating institutions—the _hos- 
pital to serve as the physical hub 
of the wheel. 


At this point the proposal was 
made to the trustees of the hos- 
pital with whom it met with in- 
stant enthusiastic support, and for 
the past twenty years the program 
has grown as a joint medical and 
lay effort. At the present time the 
Mary Hitchcock Hospital, Hitch- 
cock Clinic, Dartmouth College 
Medical School and Dartmouth Eye 





Institute are the four organizations 
making up the Hanover group. 

A second problem often brought 
up is, “How are staff questions 
handled?” Naturally, a move such 
as this brought about changes in 
the relationship between the pro- 
fessional staff and the hospital, 
since the main idea was complete 
coordination of, and cooperation 
between, lay and professional indi- 
viduals and groups. In order to ob- 
tain this, certain liaison lines had 
to be established since no member 
of the professional staff is eligible 
to membership on the board of 
trustees, although the dean of the 
Dartmouth Medical School serves 
as a member ex-officio, as do the 
president of the hospital auxiliary 
and the chairman of the hospital 
corporation. 

Intimate contact, however, be- 
tween the board and the profes- 
sional staff was obtained by forming 
the staff board of governors, which 
consists of three representatives 
from the staff, with the chairman 
of the staff serving ex-officio. This 
group meets with the executive 
committee of the board of trustees 
or with the complete board, and 
with the superintendent. 

Committees on policy, organiza- 
tion and administration are joint 
committees, and are appointed by, 
or on the recommendation of, this 
combined group. The superintend- 
ent acts as secretary of these vari- 
ous committees and also as secre- 
tary of all the sub-committees of 
the professional staff. 

As a result of such organization, 
responsibility for the hospital and 
all its functions is placed squarely 
on both groups. This means that 
to no physician is the hospital 
merely a workshop in which he 





spends a certain, and not too great 
portion of his time, since all his 
activities are interwoven with those 
of the hospital. Again, the main 
interest of the board, or of its rep- 
resentative, the superintendent, is 
not to run a successful business 
venture, with their ultimate goal 
the use of black ink instead of red. 
On both lies the obligation to fur- 
nish complete medical care in all 
its tangible and intangible phases. 

On the physical side, the first 
step was to establish in hospital 
property business and professional 
offices for the members of the group 
now called the Hitchcock Clinic. 
Others were the establishment of 
complete clinical and pathological 
laboratories, making use of the 
abilities of men associated with all 
groups. We, thereby, are able to 
have departmentalized clinical lab- 
oratories using three pathologists, a 
physiologist, bacteriologist, parasi- 
tologist, chemist and _ toxicologist. 


Develop Accredited Schools 
An x-ray department was estab- 
lished which now has two fulltime 
radiologists, as was a department of 
anesthesiology under the direction 
of a fulltime anesthesiologist. As 
an outgrowth of unified abilities 
and facilities we developed accred- 
ited schools of medical technology 
and x-ray technique, and one for 
anesthesia technicians. ‘Thus we 
have been able to meet, at least in 
part, the demand for such techni- 
cians in hospitals and physicians’ 
offices throughout the hospital area. 
A unit system of medical records 
was instituted whereby the record 
of any individual in the area served 
is available immediately to the pro- 
fessional staff, whether this indi- 
vidual has been seen as an inpa- 
tient, outpatient or home-patient. 
One of our aims was to furnish 
adequate coverage in the medical 
specialties, and while the original 
group consisted of three surgeons, 
an internist and an obstetrician, 
our staff at the present time 
includes qualified men in obstet- 
rics, radiology, pediatrics and al- 
lergy, ophthalmology, otolaryngol- 
ogy, internal medicine, urologic, 
plastic, thoracic, gynecologic, ortho- 
pedic and neuro surgery, neuro- 
psychiatry, and anesthesiology. 
Additions to the staff are made 
when the need becomes apparent 
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to staff members. It has been our 
experience that an apparent need 
becomes a necessity when a quali- 
fied man is available. Appoint- 
ments to the staff are recommended 
by the staff board of governors to 
the board of trustees, who retain 
final control. Choice of individuals 
is based not on the fact that some- 
one happens to be practicing medi- 
cine in the community and desires 
afhliation with the hospital, but 
rather on education, training and 
demonstrated ability in specialized 
fields of medicine. 

Our program was instituted in a 
relatively low-income area, hence 
our interest in economical services 
was, and still is, a real one. Through 


close physical association, duplica- - 


tion of equipment and _ technical 
personnel have been eliminated. 
The hospital maintains no outpa- 
tient department for free or part- 
pay cases, as these are handled in 
the clinic building along with pri- 
vate patients—both groups using 
the same waiting rooms, examining 
rooms, clerical and nursing forces. 

The hospital admitting officers 
admit patients to various types of 
accommodations, and fees for pro- 
fessional services in the hospital 
are regulated by the type of accom- 
modations which the admitting 
officer considers compatible with 
the patient’s financial resources. 
Endowed bed and service ward 
cases are cared for without profes- 
sional fee, and fees for private-ward 
or pay-ward patients are limited to 
$100 for any one admission, irre- 
spective of the amount of profes- 
sional care furnished or of the 
number of staff members actively 
engaged in the care of the patient. 

Fees on private cases remain a 
matter between the physician and 
the patient, although wherever a 
professional fee is involved it is 
based on the patient’s current abil- 
ity to pay. In addition, full consid- 
eration is given to all expenses 
contingent on the illness and to the 
ultimate result for the patient. 

It readily is seen that such a re- 
lationship as has been outlined 
above calls for thorough under- 
standing, appreciation and cooper- 
ation of the professional staff, the 
trustees and the administration. 
The former must assume the obli- 
gation to appreciate, understand 


and cooperate in administrative 
problems, and to assume in greater 
measure active supervision of the 
professional care of the patient. 

Likewise, the trustees and the 
superintendent must keep before 
them at all times the fact that the 
fundamental purpose of a hospital 
is to provide facilities for the most 
effective care of the sick. Such a pro- 
gram eliminates the usual straight 
line of demarcation between pro- 
fessional and administrative fields, 
and substitutes an indefinite line 
where the professional side appar- 
ently enters into the professional. 
To us this is a minor factor, since 
we all are striving for the ultimate 
result which should accrue to the 
patient—that of better professional 
care. 


Complete Care Is Possible 


I should not like to have it 
thought that I am_ prescribing 
group medicine as a panacea for 
all medical economic ills, but rather 
to show that it is a mechanism that 
can be employed to furnish com- 
plete medical coverage to patients 
of all types and in all ranges of 
income. We appreciate fully that 
there are handicaps, some bearing 
on relationships with practicing 
physicians in other communities 
and some on patients from differ- 
ent areas. 

In the beginning a frequent com- 
plaint was that we were attempting 
to take patients from practitioners 
in communities contiguous to the 
logical hospital area. By close ad- 
herence to ethical practices, and by 
referring the patient back to the 
family physician as soon as _ pos- 
sible, we have built up the feeling 
that we are interested in helping 
and not aiming to injure. 

This problem was alleviated fur- 
ther by informing the family or re- 
ferring physician of all diagnostic 
findings, methods of treatment and 
surgical procedures. The hospital 
has assumed the task of notifying 
the referring physician of the date 
of admission of his patient and the 
service on which the patient was 
admitted; of sending a complete 
copy of all surgical procedures, and 
of notifying the referring physician 
when the patient is discharged and 
sent back to him for follow-up care. 

(continued on page 118.) 
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Blue Cross News 


39 Plans Now Give Coverage 
FOR INDIVIDUALS 


b to~acplapion Blue Cross Plans now 
offer a non-group or individual 
enrollment program of some type to 
those not able to enroll through an 
employed group. This is an increase 
of 10 plans since the previous study 
of this subject. 


Methods of accepting individual 
applicants vary considerably be- 
tween plans, as do the schedules of 
rates and benefits. In addition to 
the 39 plans reporting individual 
enrollment, a number of other plans 
conduct community enrollment pro- 
grams enabling otherwise ineligible 
individuals to apply. Plans in Wil- 
mington, Delaware, Alexandria, 
Louisiana, and Toledo, Ohio, re- 
port individual enrollment _pro- 
grams scheduled to be offered 
“soon.” 


All 39 plans indicated that they 
accept employed persons and their 
dependents who are not eligible for 
group membership, and 23 plans 
said that unemployed or retired per- 
sons are eligible. Seven plans have 
no age limit for application, two 
plans have an age limit of 70, two 
plans 66, 20 plans 65, 7 plans 60, 
and one plan 55 years. 


Eight plans reported that they 
offer individual subscribers the reg- 
ular group benefits but at a higher 
rate, and eight additional plans in- 
dicated that they offer group ben- 
efits at their regular direct payment 
rates. Eight other plans said they 
charge their regular direct pay rates, 
but offer a contract varying from 
that available to group members. 
Fifteen plans charge higher rates 
than for groups and provide more 
restricted benefits. 
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Plans offering individual enroll- 
ment are those with headquarters in 
Los Angeles, Sacramento, Calif.; 
Rockford, Ill.; Sioux City, Iowa; 
Ashland, Ky.; Alexandria, La.; 
Baton Rouge, La.; Portland, Me.; 
Boston; Detroit; St. Paul; Newark, 
N. J.; Albuquerque, N. Mex.; Al- 
bany, N. Y.; Buffalo; New York 
City; Rochester, N. Y.; Syracuse, 
N. Y.; Utica, N. Y.; Watertown, 
N. Y.; Chapel Hill, N. Car.; Dur- 
ham, N. Car.; Fargo, N. Dak.; Cin- 
cinnati; Cleveland; Columbus, O.; 
Portland, Ore.; Harrisburg, Pa.; 
Pittsburgh; Wilkes-Barre, Pa.; Prov- 
idence, R. I.; Newport News, Va.; 
Richmond; Roanoke, Va.; Charles- 
ton, W. Va.; Huntington, W. Va.; 
Winnipeg, Manitoba; Moncton, 
New Brunswick; and Toronto, On- 
tario. 


Some Recent 
Personnel Changes 


Reginald H. Dabney, who before 
the war was associated with an in- 
vestment firm in New York, has 
been appointed assistant to the 
director of Associated Hospital 
Service of Baltimore, Inc. A native 
of Seattle, Wash., Mr. Dabney is a 
graduate of Wesleyan University 
and the Harvard Graduate School 
of Business Administration. 


Albion Keith Parris, for 12 years 
a newspaperman in Cincinnati and 
Baltimore, has been named public 
relations officer of Associated Hos- 
pital Service of Baltimore, Inc. Mr. 
Parris comes to the Maryland plan 
from the Baltimore Sun where he 
was employed in the editorial de- 


partment for 10 years. He is a grad- 
uate of the University of Kentucky. 


James A. Berne, assistant director 
of Cleveland Hospital Service be- 
fore entering the Army in 1942, has 
returned from service to assume the 
duties of associate director of the 
plan. Mr. Berne has been associated 
with Cleveland Hospital Service 
since 1934. 

Election of Dr. D. B. Barber, for- 
merly a board member, to the presi- 
dency of Hospital Service Associa- 
tion of Alexandria, La. has been 
announced by Wallace E. Franck, 
manager. Dr. Barber succeeds John 
L. Pitts, Jr. 


Veterans, Families 
Join Blue Cross 


More than 50,000 veterans and 
members of their families joined 
Blue Cross through 31 plans in a 
special veterans enrollment pro- 
gram from May 10 to June 10 held 
with the cooperation of leading 
daily newspapers. 

The nationwide campaign receiv- 
ed the endorsement of the Disabled 
American Veterans, through its na- 
tional commander, Dow V. Walker, 
and was backed locally by other vet- 
erans organizations. Commander 
Walker wrote the Blue Cross Com- 
mission, 

“TI endorse your program as most 
worth while. The Disabled Amer- 
ican Veterans speak from personal 
experience with Blue Cross, having 
provided such protection for all our 
paid employees at national head- 
quarters in Cincinnati, service 
headquarters in Washington, and 
our more than 200 national service 
officers throughout the country. 
Your spirit of public service in com- 
pany with the nation’s press will go 
far toward aiding our ex-service- 
men in their personal reconversion 
that is so important to them, to 
their families, and to the nation.” 


Largest enrollment in the cam- 
paign occurred through the Cleve- 
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land plan, and the Cleveland 
Press, with 14,446 persons being 
covered. The Denver Blue Cross, 
cooperating with the Denver Post, 
enrolled 6,252 persons; the Rich- 
mond plan and the Richmond 
News-Leader enrolled 5,424; the 
St. Paul plan and the Cowles papers 
in St. Paul and Minneapolis ac- 
cepted applications covering 2,964 
individuals. In Chicago, the Trib- 
une-sponsored campaign did not 
open until June 9, but in the first 
four days, 5,500 inquiries, involving 
11,200 persons, had been received. 


Enroll Shell Employees in 
Plans, Surgical Programs 


Employees of the Shell Oil Co. in 
the Midcontinent area—including 
Oklahoma, Texas, Kansas and parts 
of Illinois and Colorado—have been 
enrolled in the Blue Cross plans 
serving those states and in the sur- 
gical service programs coordinated 


with them. Final results showed 72 © 


per cent of the employees enrolled 
for hospitalization and 53 per cent 
for physician’s service. Since Tulsa, 
Okla., is the headquarters for this 
Shell division, that statewide plan 
will coordinate billing and other 
administrative details. 


Rhode Island Plan 
Ends Third Campaign 


The Rhode Island Blue Cross re- 
cently completed its third and most 
successful direct enrollment cam- 
paign. The program was conducted 
for the first time in co-operation 
with the Rhode Island Pharma- 
ceutical Association. Including 16,- 
400 direct subscribers, the plan set 
a new monthly enrollment record 
of 31,257 to reach a total of 409,000 
members, 58 per cent of the state. 

In the 12 months ending June 1, 
the plan enrolled 20 per cent of the 
state’s population. In the direct en- 
rollment campaign, pharmacies 
throughout the state served as in- 
formation centers, distributed liter- 
ature and application cards, and 
displayed Blue Cross posters. 


Blue Cross Officers 
To Meet in Chicago 


Public relations directors and 
executives of Blue Cross plans will 
meet in Chicago for a two-day con- 
ference on problems of public re- 
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Pharmacists Aid Drive 





PHARMACISTS throughout Rhode 
Island served as Blue Cross infor- 
mation centers during the two weeks 
of the individual and family enroll- 
ment program. Here Ira T. Williams, 
president of the Rhode Island Phar- 
maceutical Association, affixes the 
Blue Cross poster to the door of his 
Manton Avenue Drug Store. 





lations, August 15-16 at the Hotel 
Continental. In addition to discuss- 
ing problems common to all plans, 
delegates will hear prominent pub- 
lic relations experts on such mat- 
ters as community relations, the ef- 
fect of internal operations on pub- 
lic reaction, employee relations, and 
opinion research. 


Chicago Plan to 


Increase Benefits 

After nine years of experience 
with more than 400,000 hospitaliz- 
ed cases and an enrollment of near- 
ly a million persons, the Chicago 
Blue Cross plan is in the process of 
converting its entire enrolled mem- 
bership to a new certificate provid- 
ing for increased benefits without 
increase in Cost. 

A total of go days’ coverage will 
be provided, compared to 21 in the 
old contract, plus go additional 
days at half coverage. New benefits 
included when bed care is required 
are: care for functional nervous and 
mental disorders, pulmonary tuber- 
culosis, quarantinable diseases, ven- 
ereal disease, and all types of cases 





_including “pre-existing conditions;” 


oxygen therapy; all drugs, sera and 
solutions except blood or blood 
plasma, listed in the USP or NNR. 
In describing the new contract, 
C. N. Andrews, assistant director of 
the Chicago plan, stated that “It is 
the design and purpose of Plan for 
Hospital Care to provide complete 
adequate hospital services, under 
the direction of the attending phy- 
sician, for patients who require bed 
care at the time of admission.” 


Robert T. Evans 
On Commission Staff 


Robert T. Evans, assistant direc- 
tor and office manager of the Chi- 
cago Blue Cross plan, has succeeded 
James F. Cowan Jr., on the staff of 
the Blue Cross Commission. Mr. 
Cowan, field director of the com- 
mission for a year and a half on 
leave of absence from the Massa- 
chusetts Blue Cross, has returned to 
an executive position with that 
plan. 

Mr. Evans has been with the Chi- 
cago Blue Cross since 1939. Before 
that time he was connected with 
Marshall Field & Co. manufactur- 
ing department and the First Na- 
tional Bank of Chicago. He is a mid- 
westerner and attended Milliken 
and Illinois Wesleyan universities. 
He assumed his new duties July 1. 


St. Louis Plan Has 
Tenth Anniversary 


“Ten Years Under Blue Cross” 
was the heading of an editorial in 
the St. Louis Globe-Democrat on 
the occasion of the plan’s “tin an- 
niversary” in May. 

“The tenth anniversary of the 
Blue Cross (Group Hospital) Serv- 
ice is a fitting occasion for commu- 
nity celebration,” the editorial said. 
“At the end of its first decade, the 
Blue Cross is insuring hospital care 
for 700,000 residents of Missouri 
and Southern Illinois. The hale 
have purchased its protection; the 
ill, its hospitalization. The 132 par- 
ticipating hospitals have benefitted 
by its sane formula for the financ- 
ing of hospital care. 

“This service is an evidence of 
the good which can be achieved by 
the cooperation of thousands of 
citizens. Sponsors and officials have 
made a contribution to the commu- 
nity.” 
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“Reporting ‘from Washin ton 


Syphilis Control Program Includes 
BED RENTAL PLAN 


ITH AN EXPECTED TOTAL of 
Ww 174,600 cases of infectious 
syphilis to be treated during 1946, 
intensive treatment facilities, lim- 
ited during the war to rapid treat- 
ment centers, are now expanding to 
include additional bed rentals in 
general hospitals. 

For the year ending June 30, the 
U.S. Public Health Service ap- 
proved 59 projects in 37 states for 
the intensive treatment of syphilis. 
In 11 states bed rental projects pro- 
vide this service on a statewide 
basis. 

Congress appropriated $5,647,000 
for fiscal 1946 to subsidize the main- 
tenance of rapid treatment centers, 
for establishment of new centers as 
required, and for the payment of 
fees to hospitals for providing in- 
patient care for VD patients. 

Contracts provide for rentals in 
general hospitals of as many beds 
as are needed within an area for 
intensive treatment administered 
under an acceptable schedule of 
therapy. Only beds actually used 
in a day are paid for. 

Expenditures from federal funds 
are limited to $6 per patient day 
for hospital care charges, exclusive 
of penicillin. All cost above this 
amount, including penicillin, trans- 
portation of patients on per diem 
charges must be kept within $7.50 
per patient day. Federal participa- 
tion is limited to 80 per cent. 

Patient day costs in areas utiliz- 
ing general hospitals on the per 
diem contracts averaged $7.58 dur- 
ing the first reporting period July 
1 to December 31, 1945. Since Janu- 
ary 1, 1946, favorable contracts have 
been approved in several areas 
which have reduced the average cost 
of bed rental contracts to $6.43 per 
day. In rapid treatment centers of 
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various capacities the costs varied 
from $4.31 to $7.28. 

USPHS estimates that $21,000,000 
was spent for all venereal disease 
control during fiscal 1945 with ap- 





V. A. Personnel as of May 31 
ON JAN. 3 ON MAY 31 NET GAIN 
2,449 3 905 


nr 
(783 2,635 
TOTAL 7,882 11,778 3,896 





Veterans in V. A. Hospitals 
GM &S(1) NP(2) 1B(3) TOTAL 
April25 24900 44,541 5,708 ; 
May 23 = 26,706 «= 44,796 = 5,589 = 77,091 
Authorized V. A. Hospital Beds 
April 25 = 28,332 51,015 = 6,804 = 86,151 
May 23s -31,650 »= 51,248 ~= 793» 89,691 





Source: Veterans Administration. 





Veterans in Non-V. A. Hospitals 


APRIL 25 MAY 23 
Civilian and State 3,267 3,431 
US Marine 1,102 1,044 
US Army 2,187 2,062 
US Navy 3,783 3,587 
St. Elizabeth's 70 70 


TOTAL 10,409 





Source: Veterans Administration. 





New Beds as of June 1 
No No. Beds 


Proposed New Hospitals 14 38,373 
New Hospitals (Designs 

Completed) 568 
New Hospitals (Under 

Construction) 1,699 
TOTAL NEW HOSPITALS 40,640 

josed Additions 4,667 
Additions (Authorized— 

Being Restudied) . 250 
Additions (Under Construction) 6,044 
TOTAL ADDITIONS 10,961 


GRAND TOTAL 51,601 





Source: Veterans Administration. 


proximately 70 per cent of this ex- 
pended by or in behalf of local 
health departments. Lanham Act 
funds of $7,000,000 were made avail- 
able in states operating rapid treat- 
ment centers. 

Total cost of venereal disease con- 
trol programs in 43 reporting states 


‘and the District of Columbia dur- 


ing 1945 was $18,980,000. Percent- 
age expenditures listed were admin- 
istration, Operation and mainte- 
nance of facilities, 13.4; diagnosis, 
g.1; treatment, 21.8; laboratory, 
16.7; interviewing, 5.0; investiga- 
tion, 10.7; suspect investigation, 
10.7; delinquent case investigation, 
3.6; medical, epidemiologic and 
control records, 12.0; rapid treat- 
ment facilities, 4.0; other expendi- 
tures, 3.7. 

Most significant achievements in 
the venereal disease program, as 
pointed out by Dr. J. R. Heller Jr., 
chief of the Venereal Disease Divi- 
sion, USPHS, are: 

1. Estimated number of new cases of 
syphilis has been reduced one half in the 
past 10 years. 

2. Syphilis deaths have declined from 
15 per 100,000 in 1939 to 10.7 for 1945. 

3. Infant syphilis deaths have been re- 
duced from 57 per 100,000 live births in 
1939 to 25 in 1943. 

4. There has been a steady decline in 
the incidence of late forms of neuro- 
syphilis as reflected both in admissions to 
institutions and in recorded deaths. In 
1920 the national paresis death rate was 
6.32 per 100,000. By 1943 this had been 
reduced to 3.54. The Tabes dorsalis death 
rate, which was 2.06 per 100,000 in 1920 
had dropped dramatically to 0.57 in 1943. 


Welfare Legislation 

Maternal and Child welfare leg- 
islation, H.R. 3922, receiving little 
attention since it was first intro- 
duced in the House of Representa- 
tives September 5, 1945, was reviv- 
ed when hearings were held during 
the past month by the Committee 
of Labor’s Subcommittee on Aid to 
Physically Handicapped. 

H.R. 3922, as introduced by Rep- 
resentative Mary T. Norton, is the 
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counterpart of S. 1318, introduced 
by Senator Claude Pepper, which 
has been referred to the Senate 
Committee on Education and 
Labor. 

This is the legislation that is 
aimed at carrying on the work of 
the Emergency Maternity and In- 
fant Care program after the war 
emergency is officially ended. Even 
among proponents of it there is a 
difference of opinion as to proper 
timing. Some believe that such leg- 
islation should be nailed down 
while administrative machinery is 
intact and the war psychology lin- 
gers. Others are more conscious’ of 
criticism of the EMIC payment for- 
mula and think a little delay in 
legislating a new program might 
make it possible to work out a new 
and more widely acceptable for- 
mula. 

For the first year under the pro- 
posed program a total of $100,000,- 
000 would be approved for federal 
grants to states; $50,000,000 would 
be for maternal and child health; 
$25,000,000 for the care of crippled 
children; $20,000,000 for child wel- 
fare services, and $5,000,000 for ad- 
ministrative expenses. Amounts for 
succeeding years would be deter- 
mined by need. 


International Health 


Hospitals of the United States may 
play an increasingly important role 
in world health problems during 
future years when their place in the 
proposed World Health Organiza- 
tion is clearly defined. 

Establishment of this organiza- 
tion was considered by representa- 
tives of the United Nations in a 
conference which opened in New 
York June 19 to. propose an effec- 
tive program for improving health 
conditions throughout the world. 

The basic plan, which will em- 
body many of the functions former- 
ly carried out by the League of Na- 
tions Health Organization. UNRRA 
and the International Office of Pub- 
lic Health, will create means to: 

1. Assist the United Nations to 
strengthen their individual services 
' by providing the necessary technical 
assistance and funds, and to assist 
nations outside of the organization 
when their welfare affects member 
nations. 

2. Establish and maintain effec- 
tive collaboration of the United 





Nations with its affiliated organi- 
zations and other organizations with 
which it would work. 

3. Study the causes and control 
of epidemic and endemic diseases 
common to all countries, and study 
administrative and social techniques 
affecting sanitation and medical 
care from a curative and preventive 
point of view. 

4. Promote continued improve- 
ment of environmental factors and 
working conditions which have a 
direct influence on health, and pro- 
mote maternal and child welfare. 

5. Establish and maintain com- 
plete statistical services pertinent to 
health and related subjects. 

6. Standardize international 
measures and nomenclature to pro- 
vide for a unified approach to a 


topic. 
7. Facilitate the international ex- 
change of health information 


through education by means of in- 
ternational exchange of informa- 
tion, students and experts in health 
and related fields. 

8. Educate all persons within 
each country about principles and 
practices in matters of health. 

Already the problem of interna- 
tional exchange of students and ex- 
perts has been considered by lead- 
ers in health and allied fields in the 
United States. On April 24 a meet- 
ing was called by the State Depart- 
ment at which time 25 national 
groups, including the American 
Hospital Association, discussed 
means for establishing a central 
clearing house for information to 
help agencies engaged in training 
foreign nationals in the health field. 

A committee, headed by Herschel 
Brickell, acting chief of the State 
Department’s Division of Inter- 
national Exchange of Persons, was 
authorized to study the problem 
and report its findings and recom- 
mendations to the groups con- 
cerned. 


More Staff Accountants 


Addition of full time hospital ac- 
countants to the staffs of 18 state 
departments of health has been an- 
nounced to date as part of an ex- 

-panding program to: 

1. Assist hospitals in the prepara- 
tion of cost statements for agencies 
in the state concerned with the pur- 
chase of hospital care. 








2. To promote cooperation of all 
official agencies within the state 
concerned with the purchase of hos- 
pital care in developing uniform 
policies and procedures for the pur- 
chase of such care. 

While other states are being en- 
couraged to assign individuals to 
the staff with this specific duty, this 
has now been undertaken in Massa- 
chusetts, Maryland, Virginia, West 
Virginia, Kentucky, Georgia, Flor- 
ida, Mississippi, Indiana, Illinois, 
Mchigan, Wisconsin, Minnesota, 
Kansas, Oklahoma, Montana, Wash- 
ington and California. 

Accounts analysts are assigned to 
work under the director of the Divi- 
sion of Maternal and Child Health. 
They do not audit or review ac- 
counts of hospitals but do review ac- 
curateness and correctness of items 
in preparing statements. 

Under policies established by the 
Children’s Bureau and the Office of 
Vocational Rehabilitation, state 
agencies administering maternal 
and child health, crippled children’s 
and vocational-rehabilitation pro- 
grams are required to purchase in- 
patient hospital care at inclusive 
rates which are based upon the cal- 
culation of reimbursable cost per 
patient day. 


Procurement and Assignment 


To facilitate an orderly return by 
hospitals to the peacetime schedule 
of July 1 appointments of Army and 
Navy commissioned officer interns 
and residents, the surgeons general 
of the armed services have author- 
ized modification of existing regula- 
tions. 

The ruling provides that interns 
and residents placed during the 
period April 1 to June 30, 1946, for 
12 month assignments may continue 
in their posts until July 1, 1947, if 
this is requested by the hospital. 
Written requests for ‘extensions 
must be directed to Maj. Gen. Nor- 
man T. Kirk, of the Army, or Rear 
Adm. Ross T. McIntyre, Navy. If 
written request is not made, officers 
will be called to active duty at the 
conclusion of the original 12 month 
assignment. ; 

Not affected by the ruling are 
those officers placed by the Army 
and the Navy from January 1 to 
March g1. Extension beyond the 12 
month assignment will not be con- 
sidered for this group. 
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Medical Review 


Are Nurses Responsible 
AS ANESTHETISTS ? 


S$ IT RIGHT or wrong to hold 
I nurses responsible as technicians 
in anesthesia? This is the question 
posed by Dr. Darwin M. Waters, 
professor of anesthesiology of the 
University of Wisconsin Medical 
School, in the lead article in the 
Journal of the American Medical 
Association for April 6, 1946. His 
answer deprecates the situation— 
in fact, he thinks it is wrong—in 
which doctors find it necessary “to 
serve as a figurehead in assuming 
responsibility for the acts of tech- 
nicians which involves decisions of 
a medical nature, decisions in 
which they take no part.” 

Apparently Dr. Waters also ob- 
jects to the preparation of nurse 
anesthetists. He states in part “... 
attempts to make anesthesiologists 
of people without a medical back- 
ground will delay or prevent the 
future service which ought to be 
expected from anesthesiology.” And 
again, “If we attempt to teach 
nurses the science and art of anes- 
thesia, that is also wrong because 
it exploits the medical students 
who wish to learn anesthesiology 
while in school and may wish to 
practice it after graduation.” 

The deficiency in quality and 
quantity of medical anesthetists is 
blamed on a “.. . variety of abuses 
which have become common prac- 
tices in the hospitals of this coun- 
try”; specifically he states, ““The ad- 
ministration of such departments 
as do exist is too often dominated 
by hospital executives or others 
whose vision of the ideal is blurred 
by a desire to avoid entries on the 
debit side of the ledger.” 

Inquiries directed to hospital ad- 
ministrators indicate that both 
medical anesthetists and nurse anes- 
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thetists are in great demand. The 
supply of either group, or of both 
groups combined, seems to be con- 
siderably less than the demand. 
According to various personal esti- 
mates, the ratio of nurse anesthe- 
tists to trained full time medical 
anesthetists is high, perhaps as 
much as 10 to 1. It is axiomatic 
that under existing circumstances 
available personnel, both medical 
and nurse anesthetists, must be 
used; and an increase in the supply 
of both groups would find a ready 
market. 

In other specialties a practical 
balance has had to be reached in 
the use of personnel of different 
degrees of training. Maximum serv- 
ice to the patient is the honest ob- 
jective of the hospital and of the 
anesthetist, be he medical or nurse. 


Students Offered 
Army Internship 


Of interest to hospitals with ap- 
proved internships is the recent an- 
nouncement that medical students 
will be offered internships and re- 
serve commissions as first lieuten- 
ants in U. S. army hospitals.* If the 
intern has dependents this com- 
mission pays $3404 annually, com- 
pared to $1000 and civilian status 
before the war. 


These internships will be rotat- 
ing in type, in approved army hos- 
pitals recognized by the Council on 
Medical Education and Hospitals 
of the American Medical Associa- 
tion and state boards of registra- 
tion in states requiring a clinical 
year of training for licensure. 


*“Army Offers Paid Internships to 
University Medical Students,” JAMA 
131:143, May 11, 1946. 


Test Predicts Outcome 
Of Threatened Abortion 


The outcome of threatened ab- 
ortion can be predicted with accu- 
racy in 93 per cent of cases, exclud- 
ing those due to mechanical factors. 
In the series reported over half the 
forecasts were made on the basis 
of a single test because only single 
specimens were available.* 

The test is simple, irivolving a 
color reaction for a hormone 
(pregnandiol) excreted in the urine 
during pregnancy. Its continued 
excretion during threatened abor- 
tion indicates the pregnancy will 
be retained. If it is not excreted or 
diminishes in amount the abortion 
becomes inevitable. 

An added advantage is that re- 
sults of the tests are available to 
the physician the same day. 


*Guterman, Henry S.: “Prediction of 
Fate of Threatened Abortion by Preg- 
nandiol,” JAMA 131:378-382, June 1, 
1946. 


Joint Study in Use 
Of Thiouracil 


A joint study by 11 clinics of 
1,092 patients treated with thioura- 
cil provides material for thought by 
hospitals and medical staffs.* The 
conclusion “...agranulocytic § an- 
gina, leucopenia and high fever all 
make cessation of drug administra- 
tion virtually mandatory” suggests 
the establishment of hospital staff 
requirements such as consultation 
before continuance of therapy in 
the presence of these symptoms. 

Agranulocytosis occurred in 1.8 
per cent of the series. In those cases 
there Was a 26 per cent mortality. 
Leukopenia without agranulocy- 
tosis occurred in 3 per cent and 
fever in 5 per cent. The most dan- 
gerous period for depression of leu- 
kocyte count is between four and 
eight weeks after beginning thiour- 
cil. Approximately one of every ten 
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treated will have to have treatments 
stopped because of reactions to the 
drug. Since the predominant use 
of thiourcil is in patients with thy- 
roid disease, a not uncommon cause 
for admission to the hospital, med- 
ical staff regulations governing the 
use of thiourcil appear indicated 
for most hospitals. 

*Moore, Francis D. “Toxic Manifesta- 
tions of Thiouracil Therapy,” Journal 


of the American Medical Association, 
130:315-319, February 9, 1946. 


Median Age Shows 


Steady Increase 


From the Statistical Bulletin of 
the Metropolitan Life Insurance 
Company: The median age of 
American people (age which di- 
vides the population into two equal 
groups) in 1800 was approximately 
16 years, in 1875 about 21 years, in 
1900 about 23 years, and in 1940 
about 29 years. The Northeastern 
and Pacific states in 1900 and again 
in 1940 had the oldest populations. 
Southern states had the youngest. 
South Carolina has a median age of 
22.2 years and California 33 years 
—these being the lowest and highest 
respectively. 

The increasing age of the popu- 
lation is attributed primarily to a 
“long-term fall in the birth rate 
and the increase in the average 
length of life.”’ 

In 1900 the percentage of popu- 
lation under 5 years was 12.1; in 
1940 it was 8 per cent; the estimate 
for the year 2000 is 6 per cent. Sim- 
ilarly the percentage of population 
over 65 was 4.1 and 6.8, with 19 
per cent estimated for the year 2000. 


Dietary Treatment in 
Cases of Hypoglycemia 


In some persons fatigue, weak- 
ness and dizziness are caused by 
hypoglycemia and the patients can 
be relieved by dietary treatment 
without the use of intensive psycho- 
therapy. Characteristically in these 
cases the fatigue is not continuous 
but occurs on rising in the morning 
and sometime after meals. The 
symptoms are aggravated by exer- 
cise. 

Karlan and Cohn treated nine 
such patients with diets high in 
protein and carbohydrates of more 
complex variety (starches rather 
than sugar) and were able to pre- 
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vent these symptoms.* The authors 
recommend that all cases of neuros- 
thenia and fatigue should be inves- 
tigated for hypoglycemia. 

~*Karlan, Samuel C., and Cohn, Clar- 
ence, “Hypoglycemic Fatigue,’ Journal 


of the American Medical Association, 
V. 130:553-555, March 2, 1946. 


Hycodan as an Aid 
To Relieving Cough 


A new drug, hycodan (dihydro- 
codeinone bitartrate) has recently 
been released for sale in the United 
States. As its name implies it is re- 
lated to codein and morphine. 
Among the many uses for such a 
drug is the relief of cough in pa- 
tients with tuberculosis. 

Reporting on this use, Stein and 
Lowy found hycodan highly effec- 
tive in both sedation of cough and 
alleviation of pain.* While less ac- 
tive than morphine, it was more ef- 
fective than codein, had a low ad- 
diction liability, and did not pro- 





duce vomiting and constipation as 
does morphine. 


*Stein, Paul and Lowy, Paul; Ameri- 
can Review of Tuberculosis, V. 13:345- 
352, April, 1946. 


New Betatrons 


Atom-smashing betatrons may be 
constructed capable of developing 
250,000,000 electron volts. Even a 
20,000,000 volt betatron it is stated 
will permit cross-fire penetrating 
treatment of cancer and other con- 
ditions, without creating radiation 
sickness.* 

The betatron—a- later develop- 
ment than the cyclotron—is a very 
expensive piece of equipment, 
which promises to be of value in 
medical as well as many other 
fields. Present knowlege as to med- 
ical potentialities probably repre- 
sents no more than a sketchy pre- 
view of future use. 

“X-ray for Cancer without Radiation 


Sickness,” Science News Letter, April 
27, 1946, p. 265. 








CURRENT HEALTH CONDITIONS 


A statement from the Division of Public Health Methods, 
U. S. Public Health Service, through the month of May, 1946 








Poliomyelitis. Reported cases of infan- 
tile paralysis have increased considerably 
during May. The weekly reports have 
risen from 56 during the week ended May 
11 to 144 during the week ended June 1. 
The total of about 350 cases for May of 
1946 may be compared with 190, 150, and 
140 for May of the three preceding years. 
In the first five months of 1946 there were 
1,034 cases reported throughout the coun- 
try, as compared with 811, 547, and 599 
in the three preceding years. 

Although there has been considerable 
poliomyelitis during each of the past three 
summers, the rates in the South have been 
lower than in other sections, particularly 
in 1945. This year the numbers reported 
from southern states are considerable. In 
the first five months of 1946 there were 
168 cases in Florida, 122 in Texas, 35 in 
Alabama, 140 in California, and 72 in New 
York State. The larger numbers are, there- 
fore, in the South and if related to popu- 
lations of the states mentioned above the 
rates would be definitely higher in the 
South. 

As in preceding years, reported cases in 
most states include: both paralytic and 
nonparalytic and no data are yet availa- 
ble for any separation of the cases on that 
basis. 

Diphtheria. The excess in cases of diph- 
theria shows no sign of decreasing. In the 
month of May there were about 1,170 
cases reported in the country as a whole, 
as compared with 8go, 830, and 825 in the 
three preceding years. The reports for 





each of the weeks of May of 1946 exceed- 
ed those for the corresponding week in 
each of the three preceding years, except 
for the first week of May in 1943. The 
excess over preceding years, therefore, is 
consistent and continuous. In the first 
five months of 1946 there were nearly 
7,500 reported cases of diphtheria, as com- 
pared with 5,900 in 1945; 4,900 in 1944; 
and about 5,500 in 1943. 


Smallpox. The small epidemics of small- 
pox on the West Coast seem to have sub- 
sided. The approximately 50 cases report- 
ed during May of 1946 were about equal 
to the numbers reported in May of the 
two preceding years, and considerably less 
than the 80 cases reported in May of 1943. 
In the first five months of 1946 there were 
232 cases of smallpox, again approximat- 
ing the numbers for the same period in 
the two preceding years but being little 
more than one-half of the cases reported 
in 1943 when there was a small epidemic 
in Pennsylvania and Ohio. Of the 232 
cases in the first five months of 1946, 63 
were in Washington State, 12 in Califor- 
nia, 21 in Texas, and 24 in Indiana. 


Measles. In the month of May of 1946 
there were about 142,000 reported cases of 
measles, as compared with 21,000 in May 
of 1945, 95,000 in May of 1944, and 118,000 
in May of 1943. However, in the first five 
months of 1946 the 542,400 cases were ap- 
proximately equal to the numbers report- 
ed in that period of 1944 and not greatly 
in excess of the 445,000 in 1943. 
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The Bacon Library 


Broader Cata logue Increases 


LIBRARY'S BENEFITS 


A pRrojEcT of considerable scope 
and permanent value is now 
under way in the Bacon Library. 
The size and quality of the book 
collection has been under discus- 
sion, especially in relation to some 
titles that have been published dur- 
ing the past ten years in this field 
but as yet not acquired by the 
library. 

The collection is catalogued ac- 
cording to the Library of Congress 
classification schedule. It is there- 
fore possible to check current hold- 
ings against those of other libraries. 
In Chicago, the John Crerar, the 
University of Chicago and Univer- 
sity of Illinois Medical and Dental 
School libraries, and the libraries of 
the American College of Surgeons 
and the American Medical Associa- 
tion are being checked for books 
not now in the library’s possession. 
Books desired that are still in print, 
will be added to the collection. For 
those titles not procurable or not 
thought necessary for acquisition, 
cards will be placed in the cata- 
logue showing in which library they 
may be found. 

Since the Bacon Library is the 
only library in the world devoted to 
hospital literature, it is important 
that this catalogue be as complete as 
possible. When bibliographies are 
prepared, the catalogue should in- 
clude all the books on a given sub- 
ject. In addition to the nationally 
known libraries in Chicago, the col- 
lections of the Library of Congress 
and the library of the Surgeon Gen- 
eral’s office will be checked. Other 
libraries may be added later. 
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Two cards for each book thus 
represented will be placed in the 
catalogue—one under the author 
and one under the most suitable 
subject heading. The successful 
completion of this project will in- 
crease the resources of the library 
and make it more valuable to its 
users. 


Study of Jewish Law 
On Post-Mortems 


Post-MoRTEM EXAMINATIONS AND JEWISH 
Law; Rabinowitch, I. M., M.D., 1945; 
31 pages. 

Dr. Rabinowitch, who is associate 
professor of medicine and special 
lecturer in medical jurisprudence 
and toxicology at McGill Univer- 
sity and director of the department 
of metabolism and toxicology at 
the Montreal General Hospital, has 
made an exhaustive study of the 
problem of obtaining post-mortem 
examinations because of certain in- 
terpretations of the Jewish law. 

The high purpose and interest of 
the post-mortem examination is 
shown to be intimately related to 
the fundamental tenet of the sanc- 
tity of life in Judaism. Prohibition 
of such examinations among Christ- 
ians is briefly outlined to indicate 
the general nature of objections to 
examination of the dead. 

The most frequently cited Bib- 
lical Talmudic and later Rabbin- 
ical reasons for prohibiting post- 
mortem examinations are dealt with 
and are shown to be irrelevant. 
With all of these observations the 


author concludes that nowhere is 


there evidence that post-mortem 


examinations for the purpose as de- 
fined are forbidden. 

To prohibit such examination 
would be inconsistent with the 
fundamental directing principle in 
Judaism—“The Laws were given 
that man should live by them, not 
that they should die by them.” 

Cases with reference sources are 
cited in this very scholarly presen- 
tation of an oft-occurring question. 


England’s Current 
Health Situation 
THE NATION’s HEALTH; Mackintosh, James 

M.; London, the Pilot Press Ltd.; 1944, 

64 pages. 

One of a series entitled “Target 
for Tomorrow,” this book sum- 
marizes the present situation in 
England as regards the nation’s 
health and offers some definite 
recommendations for future prac- 
tice. Sir John Orr defines the tar- 
get for health as “The development 
of the full inherited capacity of 
physiological and __ psychological 
well-being.” 

The problem of health adminis- 
tration to achieve this purpose is 
discussed at length. Central and 
regional authorities should pursue 
a flexible policy in regard to the 
different types of hospitals with the 
aim of insuring the area hospital 
accommodation to the extent and 
of the type desirable; enabling the 
voluntary hospitals to preserve 
what is valuable in their tradition 
but placing them on a sound finan- 
cial basis; developing in the public 
hospital a standard in such matters 
as teaching, research, specialists’ 
servjces and local initiative, which 
would make them more like the 
best voluntary hospitals. 


On Present Problems and 
Future Needs of Nursing 


NURSING AND NuRSING EpuCATION; Gelinas, 
Agnes, R.N., A.N.; New York, The Com- 
monwealth Fund; 1946, 72 pages, $1. 
Still another in the group of 

studies issued under the auspices of 
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the Committee on Medicine and 
the Changing Order of the New 
York Academy of Medicine is this 
contribution discussing the present 
problems and future needs of nurs- 
ing and nursing education in this 
country. Miss Gelinas is Chairman 
of the Department of Nursing at 
Skidmore College—New York Post- 
Graduate Medical School and Hos- 
pital. 

The public in its demand for 
nursing service has not yet fully 
appreciated the considerations 
which must be given to the source 
of supply, the relation of supply 
and demand, the personnel policies 
of those employing nurses, the 
proper selection of students for 
training or the quality of education 
provided. Increased public partici- 
pation should result in a more gen- 
eral responsibility for securing and 
using wisely nursing service for the 
benefit of the community. | 

For the hospital administrator, 
the chapter on personnel policies 
and the maintenance of standards 
will be of special interest. The 
author has succeeded in bringing 
up to date the information on the 
nursing situation and concludes 
with a look into the future of nurs- 
ing. 

E. H. L. Corwin, Ph.D., is the 
author of the committee’s presen- 
tation on hospitals which is sched- 
uled for early publication under 
the title “The American Hospital.” 
The exact date of the publication 
and a review will appear in this 
section as soon as the book is re- 
ceived. 


Red Cross Issues Manual 
On Disaster Nursing 


HANDBOOK FOR Nurses — DISASTER PRE- 
PAREDNESS AND RELIEF; Washington, 
D. C., The American National Red 
Cross; 1945, 62 pages. 

This is the first publication of a 
Red Cross manual since the mimeo- 
graphed “Introduction to Disaster 
Nursing” distributed in 1942. Ap- 
proximately one-third of the 3,747 
chapters have appointed a nurse 
vice chairman of the disaster pre- 
paredness and relief subcommittee 
on medical and nursing aid, who 
will provide leadership for local 


nurses. 
The manual is designed for them 
and for all nurses serving on dis- 
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aster, as well as for the use of nurses 
on the American Red Cross Staff. 
It serves as an industrial guide for 
pre-disaster planning and in disas- 
ter relief operations, being a refer- 
ence on medical and nursing func- 
tions, an implement on standardiz- 
ing disaster nursing procedure and 
tool for training nurses in disaster 
relief activities. 

Hospital administrators will be 
especially interested in the sections 
devoted to hospital care and the 
establishment of emergency hos- 
pitals. 


Brochure Describes 
Boston Health Units 


Boston’s HEALTH UNITS; prepared by 
Charles F. Wilinsky, M.D., Deputy Com- 
missioner of Health in Charge of Health 
Units; Boston, 1945. 

Dr. Wilinsky, director of the Beth 
Israel Hospital and deputy commis- 
sioner of health in charge of health 
units for the city of Boston, in this 
attractively presented brochure de- 
scribes the work of the seven units 
in a revision of the booklet pub- 
lished 10 years ago. The health 
units, built and equipped by the 
George Robert White Fund at a 
cost of three million dollars, have 
fulfilled their purpose in organiza- 
tion—a focal and central point for 
the conduction of health and wel- 
fare work on a district level. 

The function and operation of 
such units is of interest to public 
health and welfare leaders and of 


course hospital administrators. 


These units coordinate the health 
and welfare services for each district 
and they have taken their place be- 
side the church, schools and the 
settlement houses as essential com- 
munity structures. 

The organization and administra- 
tion of each unit is well outlined 
and there is a floor plan in the ap- 
pendix. Many illustrations help to 
show the varied kinds of work per- 
formed by the health unit. 


Book Describes Good 
Public Health Program 


PREVENTIVE MEDICINE AND PuBLIC HEALTH?, 
Wilson G. Smillie, M.D., The Macmil- 
lan Company, New York; 1946, 607 
pages, $6. 

A textbook for medical students 
on the subject of “Preventive Medi- 
cine and Public Health” could be 





so written as to be useful beyond 
the classroom—and in this case it 
has been. 

Although Dr. Smillie specifically 
aims at the medical student, his 
book has a place in hospital litera- 
ture. The text is free of super-scien- 
tific jargon and therefore easily 
understood by laymen. It is a com- 
prehensive treatise, and yet the ma- 
terial is so arranged that a reader 
may select without difficulty what 
he wants for review purposes. 

As community hospitals more 
and more become active in all com- 
munity health matters, administra- 
tors may find that they need just 
such information as is presented 
here. The book can be recom- 
mended to any one who wants to 
know how a hospital may cooper- 
ate in a broad public health pro- 
gram, but first wishes to find 
out what a comprehensive public 
health program can be. 


Health Survey Yields 

Several Papers, Reports 

NATIONAL HEALTH SURVEY, 1935-39; Col- 
lected Papers. Washington, D. C., Fed- 
eral Lecture Agency, U.S. Public Health 

Survey Service; 1945. 

The National Health Survey was 
‘a project executed by the U. S. Pub- 
lic Health Service. The field obser- 
vations were obtained in 1933-36 
and there resulted from these 
studies many publications, some 
appearing as reports and others 
published in various journals. Re- 
print No. 2384 from the Public 
Health Reports—which is the report 
for May 29, 1942, Vol. 57, No. 22— 
contains a complete list of all papers 
from the survey. This reprint is 
found in a collection here noted. 

Twenty-seven of the publications 
are included in this volume, which 
is the first compilation attempted. 
Not all of the papers are now ob- 
tainable although the Bacon Li- 
brary has been able to secure a fair- 
ly complete set. The entire survey 
included studies of disabling illness, 
chronic diseases, medical care, acci- 
dents, hospital and outpatient facil- 
ities and public health agencies. 

Information serving as the basis 
of the survey was obtained from a 
canvas of 2,500,000 people in 83 
large and small cities. Four of the 
reports dealing with hospital facil- 
ities appeared in Hospirats. 
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Federal Legislation 
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CONGRESS’ FINAL RUSH IS ON 


If Congress is to recess by mid- 
July as unofficially predicted, and 
yet act on significant portions of 
health and welfare legislation now 
pending, there will have to be some 
unusually fast action. By June 20 
only a small portion of proposed 
bills affecting health and welfare 
had become law. The present ses- 
sion has been characterized by an 
abundance of proposals in this field, 
but few results. 

Omnibus health bills, exemplified 
by S. 1606, the Wagner-Murray- 
Dingell bill, are still being studied 
by committees with little indication 
of definite action during this session. 
» Nine bills were submitted which 
would authorize assistance in hospi- 
tal construction. S. 191, the Hospi- 
tal Survey and Construction act, is 
receiving emphasis and in late June 
was under study in executive ses- 
sions of the House Committee on 
Interstate and Foreign Commerce 
with the possibility of being re- 
ported favorably to the House of 
Representatives by July 1. Five 
companion bills have been shelved. 
» Other significant bills which 
would provide assistance for the 
construction of hospitals were still 
not acted upon in committees. H.R. 
5407 would provide assistance for 
construction through the Federal 
Works Administration and H.R. 
5014 would provide loans and 
grants to hospitals and_ public 
health centers through the Recon- 
struction Finance Corporation. 

» A pair of identical bills to provide 
for maternal and child health and 
welfare assistance were tied up in 
committees. These are the Pepper 
Bill, S. 1318, and the companion 
H.R. 3922. 

> Medical aid for the indigent was 
proposed in the Forand bill, H.R. 
5686, and the Taft bill, S. 2103. 
Taft’s proposal was submitted as a 
rebuttal for S. 1606 after the sena- 
tor had bolted the Education and 
Labor Committee hearings. Be- 
cause the bill was referred to the 
same committeé no action can be 
expected during the present session. 
> Six separate bills for providing 
grants for study and assistance in 
mental health programs had been 
proposed, the Priest bill, H.R. 4512, 
having passed both house with dis- 
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agreements later being resolved in 
a joint conference. 

» President Truman’s proposed gov- 
ernment reorganization plan ap- 
peared likely to receive action, but 
Plan No. 2 which in part would 
consolidate all health and welfare 
activities of the federal government 
under the Federal Security Agency, 
faced a stiff test. The plan for an 
expanded security agency as an éx- 
ecutive department with a perma- 
nent place in the cabinet will re- 
quire congressional consent in the 
form of new legislation. 

» Significant legislation was passed 
by the present congress for veterans 
assistance. Legislation enacted pro- 
vided for: 


Prepaid Medical Care 




















1. Establishment of the corps of 
medicine and surgery in the Vet- 
erans Administration. 

2. Veterans education benefits, 
including those of medical and 
nursing education. 

» Hospitals’ request to be included 
in, the old age and survivors’ in- 
surance program has not been acted 
upon. The House Ways and Means 
committee in executive session did 
vote, however, to fix the payroll tax 
for that program at 114 per cent. 

Since the Ways and Means Com- 
mittee is considering amendments 
to the present Social Security Act, 
there is a possibility that the em- 
ployees of nonprofit organizations 
will be included under federal old 
age and survivors’ insurance. The 
American Hospital Association has 
strongly urged such amendment, 
following action by the House of 
Delegates, in testimony presented 
to that committee recently. 


A.M.A. PROGRAM TAKES SHAPE 


The American Medical Associa- 
tion’s program for approving lo- 
cally organized medical care plans 
was taking shape late in June. 

Nine plans were approved at. the 
May meeting of the Council on 
Medical Service and Public Rela- 
tions. Others were to be passed on 
at the June 28 council meeting and 
the whole program submitted to the 
House of Delegates at the A.M.A. 
convention, July 1-5 in San Fran- 
cisco. 

The nine plans tentatively ap- 
proved are: California Physicians’ 
Service, lowa Medical Service, Mich- 
igan Medical Service, Ohio Medical 





STILL GOING UP 


In the May issue of Hospitals Dr. Fred 
G. Carter of St. Luke’s Hospital, Cleve- 
land, reported that the per capita per 
diem operating costs of 15 hospitals in 
that city had risen 41 per cent between 
1940 and the end of 1945. This was based 
on an estimate for the last quarter of 
1945. 

With all actual figures for 1945 on 
hand, it was found that the increase in 
reality was 43 per cent. Now figures for 
the first quarter of 1946 are available, and 
they show a per capita per diem increase 
since 1940 of 52.5 per cent. This, writes 
Dr. Carter, indicates a sharp rise in costs 
during the winter months. 


Indemnity, Oregon Physicians’ Serv- 
ice, Medical Service Association of 
Pennsylvania, Medical-Surgical 
Plan of New Jersey, Nebraska Sur- 
gical Plan and Surgical Care, Inc., 
Kansas City, Mo. The Oregon and 
Pennsylvania plans are medical-so- 
ciety administered and the other 
seven are affiliated with Blue Cross. 
All plans are nonprofit. 

Since the first prepaid medical 
care plan was inaugurated in 1911, 
51 plans have been formed in 31 
states. Thirty-four of the plans are 
coordinated with Blue Cross. 

Ten medical care plans went into 
operation during 1945, and ten 
more had been set up by May 18, 
1946, according to a report in the 
Journal of the American Medical 
Association of that date. 

» The 1945 plans: 

Alabama Hospital Service Associ- 
ation (by rider), lowa Medical Serv- 
ice, Hospital Service of New Or- 
leans (by rider), Missouri Medical 
Service (St. Louis), Nebraska Surgi- 
cal Plan, Central New York Med- 
ical Plan, Inc. (Syracuse), Medical 
Mutual of .Cleveland, Oklahoma 
Physicians’ Service, Group Medical 
and Surgical Service (Dallas, 
Texas), and Surgical Care, Inc. 
(Roanoke, Va.). 
>» The 1946 plans: 

Connecticut Medical Service, 
Florida Medical Service Corp., Mu- 
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tual Medical Service, Inc., of Indi- 
ana, Kansas Physicians’ Service, 
Montana Physicians’ Service, New 
Mexico Physicians’ Service, North- 
eastern New York Medical Service, 
Inc., Albany, Ohio Medical Indem- 
nity, Medical Service Bureau of the 
Utah Medical Association, and the 
Wisconsin State Association Plan. 

Plans are in the process of forma- 
tion now in the District of Colum- 
bia and eight additional states: 
Arizona, Idaho, Illinois, Maine, 
Maryland, Minnesota, Rhode _ Is- 
land and Wyoming. 

Medical care plans, to win the 
A.M.A. seal of approval, must have 


Labor Activities 





two distinguishing characteristics. 
These are free choice of physician 
and control of all medical fea- 
tures by the medical profession. 
Most of the prepaid medical care 
plans have been sponsored origin- 
ally by county or state medical so- 
cieties and are usually operated 
under special enabling legislation. 

It is estimated that more than five 
million persons in the United States 
were eligible for prepaid medical 
care in 1945. This number includes 
coverage by all types of plans: In- 
dustrial, medical society, private 
group clinics, consumer-sponsored 
and governmental. 


LONGEST HOSPITAL STRIKE 


An effort to unionize the non-pro- 
fessional employees of Memorial 
Hospital at Elmhurst, IIl., has re- 
sulted in a strike that was called 
May 13 and was still in progress 
June go. This is thought to be the 
longest strike ever experienced by a 
hospital. 

At the start it was feared that 

service might be interrupted. Get- 
ting supplies through the picket 
line was difficult. Some surgery was 
postponed. After a few days, how- 
ever, routine within the hospital 
was back to normal. 
»On May 13 Dr. Martin F. 
Heidgen, superintendent, was called 
upon by representatives of the Hos- 
pital and Health Service Employees 
Union, Local 111, which is affiliated 
with the AFL Building Service Em- 
ployees International Union. 

The union offered a_ contract 
which, among other things, called 
for: ‘The closed shop, wage increases 
of go per cent, the check-off, a 40- 
hour week, 10 per cent additional 
pay for the 3 to 7 p.m. shift, time 
and a half for overtime, double time 
for holidays and Sundays, 20 days’ 
sick leave, vacations up to three 
weeks after two years’ employment. 
>» On May 14 the hospital agreed to 
bargain if a secret-ballot election 
showed a majority of the employees 
were represented by the union. 
After one hour, during which union 
representatives considered this offer, 
a strike call was issued, and 17 of 
approximately 100 non-professional 
employees walked away from their 
posts. 

» On May 28 the Illinois Depart- 
ment of Labor sent a man to medi- 
ate. The union refused unless the 
hospital would agree in advance to 
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accept a mediation board’s decision. 
This was a confusion, perhaps inno- 
cent, of mediation and arbitration. 
» On June 3 the local newspaper 
carried a union advertisement and 
a long statement in its editorial col- 
umns by a union spokesman. An ap- 
peal to the striking and non-striking 
employees was thus combined with 
a smearing of the hospital as a com- 
munity institution. 

It was pointed out that the same 
union of hospital employees is rec- 
ognized by 10 San Francisco hospi- 
tals, and since 1941 it has raised 
salaries from 8714 to 104 per cent. 
(See Page 37 for the report of an 
ununionized hospital’s pay increases 
that are much higher percentage- 
wise.) 

There was a jeer at the hospital’s 
“so-called charitable claims” and at 
desk signs that read: “Bills must be 
paid in advance.” There was also 
some comment on “high charges” 
by a tax-free institution. 

, A question had been raised as to 
why this particular hospital had 
been singled out for attempted 
unionization. To this the spokes- 
man replied: 

“We are making a survey and planning 
to better the wages and working conditions 
of the hospital employees, particularly the 
unskilled, in all parts of the Chicago 
metropolitan area.” 


But the published appeal had lit- 
tle visible effect. A local minister 
issued a broadside denouncing the 
strikers for “walking out on their 
responsibility for the welfare of sick 
patients.” The Chamber of Com- 
merce passed a resolution. An un- 
named friend of the hospital hired 
guards. Unsolicited offers to help 
came from everywhere. Volunteers 








brought in food supplies until 
the International Brotherhood of 
Teamsters and Chauffeurs (also 
AFL) decided to ignore the picket 
line. 

» Two complications developed. 
Some of the strikers were occupy- 
ing homes on hospital property and 
court action was necessary to evict 
them. The hospital’s building pro- 
gram was stalled when workmen 
balked at the picket line. Work 
stopped on a $100,000 powerhouse 
building when it was gg per cent 
finished and on the new main build- 
ing when the structure was 40 per 
cent up. The prospect of being able 
thus to block construction appar- 
ently explained why the Elmhurst 
hospital was chosen for a unioniza- 
tion drive. 


Quick Settlement 


At midnight Sunday, May 19, 
nine of the voluntary hospitals in 
Minneapolis were confronted with 
a strike by their employees who 
were members of the Public Build- 
ing Service Employees International 
Union, Local 113. Through the ef- 
forts of Mayor Hubert H. Hum- 
phrey a settlement was reached by 
1 a.m., and the strike ended an hour 
after it had begun. 

There has been an agreement in 
force between this union and 
three of the hospitals involved since 
March 1941. At various times there- 
after other hospitals entered into 
the agreement until now most of 
the private hospitals in the city are 
included. They act as a unit in 
union negotiations. ; 

Many issues were involved in this 
stoppage, including higher wages 
and fewer hours of work, which 
would inevitably necessitate raising 
the cost to patients at least $1 a day 
for hospitalization. ‘The major issue 
so far as hospitals were concerned 
was a demand for the closed shop. 

The final agreement included a 
maintenance -of-membership clause 
which provides that all employees 
who were members of the union in 
good standing as of May 19 last 
should remain members. ‘The con- 
tract is to stand for two years with 
the understanding that it may be 
opened March 1, 1947 in reference 
to wages and hours only; and that if 
these issues are not settled by nego- 
tiation they shall be referred for 
arbitration. 


Unionized Nurses 


Early last spring the Board ol 
Trustees of the Pierce County Hos- 
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BUILDING WITH A 


GOODALL FABRICS, INC. Opens Its New Home in New 
York Where All Sales Offices Are Unified—The Final 
Step In Vertical Integration to Serve You Better 


A year ago the selling organizations, 
L. C. Chase and Goodall Decorative Fab- 
rics, were joined into Goodall Fabrics, 
Inc. Now Goodall opens its new home at 
525 Madison Avenue. 

With this unification of sales-service 
staffs, Goodall Fabrics completes its plan 


for complete vertical integration. We 
repeat a statement made to Goodall 


YOU ARE CORDIALLY INVITED TO 


customers in a previous announcement: 

“One company—and ONE company 
alone—assumes full responsibility for 
the quality of the raw materials; for the 
authentic styling you want; for the beauty 
of color and design; for the uniformity 
and durability of the weave; for the pric- 
ing, acceptance and DELIVERY of your 
order. Everything handled, figuratively, 
under ONE roof...at ONE profit.” 


VISIT OUR NEW HOME IN NEW YORK 
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pital in Tacoma, Wash., was waited 
upon by a committee of the Build- 
ing Service Employees International 
Union, Local 38. The committee 
wanted, on behalf oi nurses and at- 
tendants employed in the hospital, 
a contract embodying: Union recog- 
nition, closed shop for nurses, sen- 
iority in layoffs, 40-hour week with 
double time for seventh consecutive 
day, seven.legal holidays, workmen’s 
compensation or the equivalent, 
two weeks’ sick leave, established 
rules of promotion. Nurses’ salaries 
asked were: General duty $190, 
head $210, supervisory $225; a $10 
bonus for second and third shifts. 

On May 13 the trustees were 
given an opinion by the prosecuting 
attorney, who held: Tar neither 
the hospital nor Board of County 
Commissioners could enter into a 
contract on wages without violating 
the county budget law; THar it 
would be against public policy to 


Veterans Administration 





RECESS 


The Randolph County Hospital of 
Winchester, Ind., closed its doors on June 
17 for a two-week vacation period, accord- 
ing to a United Press dispatch. Patients 
were sent to their homes, to nearby hos- 
pitals and to an emergency facility set up 
in a Masonic Hall. Max Diggs, board 
president, explained that the closing was 
forced by the shortage of personnel. The 
hospital is of 35 bed capacity and it serves 
a population area of 28,000. 





grant a closed shop; THar_ public 
policy is against recognizing a 
union as sole bargaining agent for 
all employees of the hospital. 

The union has cited a conflicting 
opinion by another prosecuting at- 
torney in Washington. At budget 
making time in August it is ex- 
pected that union representatives 
will press their demands again. 
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A MONTH WITHOUT PROGRESS 


The program for contract hos- 
pital care of veterans being nego- 
tiated by Veterans Administration 


and intermediaries designated by 
state hospital associations was at a 
near standstill during a month end- 
ing June 15. Not a single state- 
wide contact was finally approved 
in go days. Only in North Carolina, 
Maine, Oregon and Michigan are 
intermediaries negotiating subcon- 
tracts with individual hospitals. 
The Veterans Administration re- 
ports, however, that negotiations 
are pending in an additional 28 
states. 

Three factors were suggested as 
contributing to the program’s de- 
lay: 

» Many states have yet to select an 
organization to negotiate on a state- 
wide basis. This lack of activity was 
studied in a mail survey initiated 
May 20 by the American Hospital 
Association’s Council on Govern- 
ment Relations. Of the 47 state as- 
sociations asked about state nego- 
tiations only 23 had replied by 
June 15. 

» Hospital administrators occasion- 
ally expressed opinion that the re- 
imbursable cost formula recom- 
mended for use on a nationwide 
basis should be improved. This was 
evident in some western states. Ac- 
ceptance of the cost formula was 
general in the eastern group of 
states. To insure adequate reim- 
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bursement for protection against 
rising operating costs, other ad- 
ministrators had sought guarantees 
of payment for possible losses. 

» A number of states reported de- 
lay in agreement upon an accept- 
able fee schedule for physicians’ 
services. 

Personnel shortages within the 
Veterans Administration are still 
limiting full expansion of its own 
facilities, although Dr. Paul R. 
Hawley, chief medical director, an- 
nounces that full-time physician, 
dentist and nurse appointments 
since the first of the year under 
legislation permitting recruitment 
outside of Civil Service are now 
near the 4,000 mark. 

The Veterans Administration still 
needs doctors and nurses for many 
of its neuropsychiatric and tuber- 
culosis hospitals, especially in the 
southern, midwestern and far west- 
ern sections, Dr. Hawley reports. 
(See accompanying table.) 

During 1946 the Veterans Ad- 
ministration has assigned 450 resi- 
dent physicians to duty in its hos- 
pitals. ‘These doctors are under 
guidance of specialists designated 
by the Deans Committee of Class 
A medical schools cooperating with 
V.A. On May 31 there also were 302 
doctors serving as part-time con- 
sultants and 398 as part-time at- 
tending men or junior consultants. 
Of the 3,354 physicians on duty 


with V.A., 752 are medical person- 
nel “loaned” to V.A. by the armed 
services. 


Service Volume 


Great strides have been made by 
the Administration in hospitalizing 
veterans. Dr. Hawley reports that 
more veterans were hospitalized 
during the first nine months of the 
current fiscal year than during the 
entire previous fiscal year, as is in- 
dicated by these figures: 

ApMis-__—ODIs- 

. SIONS CHARGES 
July *44—June *45 241,013 235,022 
July ’45—March ’46 250,226 233,982 

Dr. Hawley attributes the rise to 

two main factors: 
» A number of Army hospitals have 
been taken over by V.A., and the 
armed services as well as civilian 
hospitals are cooperating more ex- 
tensively in hospitalizing veterans. 
» The length of time required to 
treat veterans has been reduced be- 
cause of improvements in the med- 
ical service and the addition of per- 
sonnel making it possible to give 
patients more prompt attention. 

The administration on May 23 
was treating 77,091 veterans in V.A. 
hospitals. An additional 10,194 were 
in other hospitals, including 3,431 
in civilian and state hospitals. An- 
other 27,899 were awaiting hospital 
admission. Although this number 
has risen ‘sharply during the past 
fiscal year, Dr. Hawley points out 
that only 270 are service-connected 
cases and all of these are elective 
operations or medical disorders per- 
mitting of postponement. Several 
months ago the number of service- 
connected cases had neared 1,000 
but this was reduced under a policy 
which gave veterans with service- 
connected disabilities highest prior- 
ity for hospital treatment. During 
the past 10 months 64,132 had ap- 
plied for hospitalization. 


Construction 


The Veterans Administration con- 
struction program is beset with 
financial problems. An_ original 
$331,452,814 had been provided for 
new hospital construction. Drastic 
revision of construction costs is rep- 
resented in the third deficiency ap- 
propriations bill now pending in 
Congress. The administration is 
asking $441,250,000 in additional 
funds for 76 new hospitals con- 
sidered in the original estimate. 
This bill has passed both houses of 
congress and had reached confer- 
ence stage by mid-June. If passed 
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The Fabric and Plastic 
Wall Covering 
for Hospitals 


Keep Upkeep Down 
Use FABRON on Walls and Ceilings 


The yearly maintenance cost of a material—which 
must be taken into consideration in determining 
its economic value—often runs into such figures 
that its use in hospitals is prohibitive due to the 
limitations of the maintenance budget. 


FABRON—a wall covering which decorates walls 
and ceiling in color and design that conform to 
present-day ideas of scientific color-therapy — 
serves also as a permanent wall finish. It seals and 
gives structural protection to plaster—it prevents 
the appearance of unsightly cracks—it binds and 
strengthens weakened or patched plaster. Once 
applied, it serves for years, thereby saving recur- 
rent redecorating costs that eat into budgets. 


FABRON requires a minimum of upkeep. Its dur- 
able and resilient surface withstands ordinary im- 
pacts and it can be washed as often as necessary 
with soap and water to remove all spots and blem- 
ishes and to restore its original freshness. Or it 
can be disinfected, if desired. In either case, its 
colors, which are sunfast, will not be affected. 
Because the initial cost of FABRON is no higher 
than good hospital paint — because it affords 
years of uninterrupted service—because its main- 
tenance cost is so small—FABRON is unquestion- 
ably the most economical wall covering for hos- 
pital use. 


Fill in and mail the coupon for appropriate sam- 
ples and a cost estimate — without obligation. 


Jae ee 


SAINT MARY'S HOSPITAL @ MILWAUKEE, WIS. 


A 210 bed general hospital, established in 1848 and 
conducted by the Daughters of Charity of St. Vincent 
de Paul. The interior of this 19th century institution 
is being gradually modernized through the use of 
FABRON. The saving thus effected in yearly re- 
decorating costs is enjoyed particularly in this 
type of hospital where free hospital days 
represent an important proportion of a 

year's total admissions. . . 








Freperic Brank & Co., Ine. H. 7-46 
230 Park Ave., New York, N. Y. 


Please send samples and more informa- 
tion about FABRON. Give approximate 
cost of material for a room as follows: 


Width Length Height 


Doors......... Windows......... Exposure....... 








FREDERIC BLANK & COMPANY, INC. 


230 PARK AVENUE 
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in its present form $772,702,814 
will go into new hospital construc- 
tion, and represents a 133 per cent 
increase over original cost estimates. 
Forty-two additions to existing 





Nurses and Nursing 





facilities are being considered on 
the basis of the original estimate 
of $66,757,762. It is expected that 
this estimate likewise will be re- 
vised. 


PLANNING SURVEYS MERGE 


A number of separate proposals 
for shaping the nursing profession’s 
future have finally been merged in- 
to a single study in which six na- 
tional organizations are cooperat- 
ing. 

An outside agency has been em- 
ployed to direct a survey under 
guidance of a Structure Study Com- 
mittee, of which Katherine J. Dens- 
ford is chairman. Marjory B. Major 
is executive secretary and _ head- 
quarters are at 1790 Broadway, 
New York 19. 


An interim report by this com- 
mittee will be made at the Atlantic 
City convention of nursing organi- 
zations. 

Participating organizations: Am- 
erican Nurses’ Association, Na- 
tional League of Nursing Educa- 
tion, National Organization for 
Public Health Nursing, National 
Association of Colored Graduate 
Nurses, Association of Collegiate 
Schools of Nursing and American 
Association of Industrial Nurses. 


Convention 


Plans for effective ways in which 
nursing can meet the challenge of 
postwar health problems will be 
discussed when the biennial con- 
vention of nursing organizations 
meets in Atlantic City September 
23-27. 

The American Nurses’ Associa- 
tion, the National League of Nurs- 
ing Education and the National 
Organization for Public Health 
Nursing will participate in the con- 
vention. Separate sessions and 
meetings of special interest to each 
group are planned. 


Shorter Week 


Adoption of a 44-hour work week 
for nurses was approved recently 
by the Rochester (N.Y.) Hospital 
Council following conferences of 
hospital administrators in the area. 

Rochester General Hospital was 
temporarily unable to discontinue 
the 48-hour week because of nurse 
shortages and record-breaking pa- 
tient loads. According to the hos- 
pital’s News Letter 75 per cent of 
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the nursing staff responded to the 
request for continuation of the 
longer hours of work. 

The hospital has arranged to pay 
nurses the 48-hour salary rate for 


_ 44 hours and compensation for the 


additional four hours on a straight 
time basis. Adjustments also are 
being made in salaries for nurses 
previously on a 44-hour week and 
in hourly rates for part time nurses. 


Cadet Birthday 


When the U. S. Cadet Nurse 
Corps of the Public Health Service 
observed its third anniversary on 
July 1, more than 100,000 cadet 





nurses were studying in 1,100 
schools of nursing. This included 
first, second and third year students 
enrolled by October 15, 1945, the 
last of whom will graduate in 1948. 

Quotas were set for enrollment of 
student nurses in schools through- 
out the country and recruitment 
campaigns have been launched pe- 
riodically. The first year quota of 
65,000 was exceeded by 521, and the 
second year quota of 60,000 by 
1,471. Between July 1, 1943 and Oc- 
tober 15, 1945, 179,000 cadet nurses 
were recruited. This included 135,- 
ooo first year students who began 
their professional education with 
corps units as well as students al- 
ready enrolled who transferred to 
the corps. 

Surgeon Gen. Thomas Parran 
and Miss Lucile Petry, Chief of the 
Division of Nursing, USPHS, com- 
mended cadet nurses on their an- 
niversary, saying: “It is a record of 
a gallant contribution during the 
war and of loyal service now to 
meet the urgent peacetime nursing 
needs.” 


HOSPITAL CARE AT BIKINI 


One important phase of prepara- 
tion for the first atomic bomb ex- 
periments was provision of hospital 
facilities for the 42,500 joint task 





“Operation Crossroads” 





Joint Army Navy Task Force 1 photo 


NAVY PHARMACIST’S mates take dif- 
ferential counts of rat blood aboard 
the U.S. S. Burleson prior to the atom 
bomb test. The animal colony trans- 
ported on the ship was to include 
4,000 rats, 200 pigs and 200 goats. 


force members. The tests were 
scheduled for early July at Bikini. 

Navy hospital facilities were in- 
creased from 20 beds to 47 beds 
per 1,000 persons for the test. Two 
hospital ships and the sick bays of 
ships in the operational fleet were 
provided for the 1,994 beds called 
for. Bed space also was available on 
the hospital ship assigned to the 
Radiological Safety group. 

In addition Army bases on Kwa- 
jelein, Einwetok, Roi and Ebeye 
were prepared to furnish 614 more 
beds. These facilities increased the 
bed-patient ratio to 61 per 1,000. 

Arrangements were made _ for 
evacuation to Pearl Harbor by ship 
and plane for those who might re- 
quire more than 45 days of hos- 
pitalization. For sea rescue work 
two helicopters, seaplanes and a 
B-17 with a droppable boat were 
prepared for duty in addition to 
planes on carriers attached to the 
“Operations Crossroads” fleet. 

The National Cancer Institute 
planned to collaborate in the exper- 
iment by conducting a study of 
therapeutic carcinogenetic effects 
of bomb blast upon sensitive ani- 
mals. The cancer group were to fur- 
nish white mice with predilections 
to cancer in an effort to assist in 
solving this problem. 

Extensive use of other animals 
including goats and pigs was part 
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FREE TO SURGEONS 
AND HOSPITALS 
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% of necessary characteristics Bibliographies and extracts — in individually 
- ® bound booklet form—covering the last five 
years’ literature on variable factors in surgi- 
cal patients which are known to interfere with 
wound healing. The bibliography service is 
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of the experiment plan. Animal 
observation, under the direction of 
Capt. R. Harold Draeger, MC, 
USN, was to cover extent of injury, 
radiation sickness and effects of var- 
ious types of antiflash cream. Other 
tests were to be made with the use 
of vaccines, viruses, toxins, anti- 
sera, bacteriaphages, hormones and 
vitamins. Reaction of the bomb in 
medical and dental equipment and 
supplies also was to be studied. 


Safety of personnel with respect 
to radiological hazards that might 
be encountered was delegated to 
the section headed by Col. S. L. 


Departures 


Warren of Manhattan Engineer 
District. The section’s duties were 
to include responsibility for meas- 
urement of radiological phenom- 
ena in the areas used by personnel 
and for tracking the movements of 
radio-active air and water masses 
caused by the blast. 


Chief at “Operations Crossroads” 
was to be Vice Adm. W. H. P. 
Blandy, USN, Commander Joint 
Army-Navy Task Force One. ‘Two 
other atomic bomb experiments 
have been scheduled tentatively— 
another for some time this year 
and one in 1947. 


TO CONSULTATION: DR. SMITH 


Director of Michael Reese Hos- 
pital, Chicago, since 1920, Dr. Her- 
man Smith has announced his re- 





DR. SMITH 


tirement, effective as soon as a suc- 
cessor to his post is found. 


Dr. Smith, a graduate of New 
York University’s School of Medi- 
cine, spent five years as assistant to 
Dr. S. S. Goldwater at Mt. Sinai 
Hospital, New York City, before 
coming to Michael Reese. He had 
previously spent one year in the 
hospital division of the Army Medi- 
cal Corps during World War I. 


A charter fellow of the American 
College of Hospital Administrators, 
Dr. Smith is a former president of 
the Chicago Hospital Council and 
the 1934 first vice-president of the 
American Hospital Association of 
which he is a life personal member. 
He has served as a member of 
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the original Hospital Service Plan 
Commission and the Postwar Plan- 
ning Committee of the Association. 
He is a past chairman of the I1linois 
Blue Cross Council and the Illinois 
Hospital Association. He also has 
been a board member of the Blue 
Cross Plan for Hospital Care, Chi- 
cago, and the Cook County School 
of Nursing. 


After leaving Michael Reese Dr. 
Smith will enter the field of con- 
sultation in hospital building and 
administration. 


Out of Blue Cross 


Two Blue Cross plan directors 
announced early in June that they 
will leave the field in order to head 
up a newly organized insurance 
company. They are John R. Man- 
nix and W. Harold Lichty. Mr. 
Mannix had been director of the 
Chicago Plan for Hospital Care and 
chairman of the Hospital Service 
Plan Commission. His resignation 
was to become effective July 1. Mr. 
Lichty had been director of Mich- 
igan Hospital Service. 

On June 19 it was announced 
that Edson P. Lichty, assistant di- 
rector of the Chicago plan, would 
succeed Mr. Mannix. It was ex- 
pected that the Hospital Service 
Plan Commission, meeting in Chi- 
cago June 27-28, would act to fill 
the chairmanship. 

Mr. Mannix will be president of 
the John Marshall Insurance Com- 
pany and Mr. Lichty (W. Harold) 
vice president. The company will 
have home offices in Chicago and 
will sell accident and health in- 
surance including hospital, medical 
and dental benefits. 


After 18 years in hospital ad- 
ministration, last as assistant di- 


rector of University Hospital, Cleve 
land, Mr. Mannix organized anc 
launched Michigan Hospital Serv- 





MR. LICHTY MR. MANNIX 


ice. He went to the Chicago plan 
on April 4, 1944. He is a charte: 
fellow of the American College o! 
Hospital Administrators and has 
been active in the American Hos- 
pital Association for 22 years. 
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Minnesota Group 
Accepts Auxiliary 


Recognition of the public rela- 
tions value of hospital auxiliaries 
was made by the Minnesota Hos- 
pital Association at its twenty-third 
annual convention when it accept- 
ed into its organization the newly 
formed Minnesota Hospital Aux- 
iliary Association. The meeting was 
held in St. Paul, May 26 to 28. 


Mrs. F. B. J. Bickle, Glenwood 
Community Hospital Auxiliary 
president of the auxiliary group, 
outlined its purposes and plans in 
a joint meeting with allied hospital 
groups. Presentation of the aims 
and problems of the state profes- 
sional and_ technological hospital 
groups in the combined assembly 
was a feature of the meeting. 


Other actions of the convention 
included the adoption of new by- 
laws, which among other changes 
grant active membership in the as- 
sociation to hospital service plans. 

W. W. Sherman, Naeve Hospital, 
Albert Lea, was installed as presi- 
dent. Nellie Gorgas, St. Barnabas 
Hospital, Minneapolis, was elected 
president-elect. Other officers for 
the coming year include: 

Earl C. Wolf, St. Mary’s hospital, 
Rochester, First VICE-PRESIDENT; 
John Alexon, Virginia Hospital, SEc- 
OND VICE-PRESIDENT; Raymond 
Swanson, Swedish Hospital, Minnea- 
polis, TREASURER; Glen Taylor, Uni- 
versity of Minnesota, EXECUTIVE SEC- 
RETARY. 


The Rev. L. B. Benson, Bethesda 
Hospital, St. Paul, was elected dele- 
gate to the American Hospital 
Association. 
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Problems of ‘Today 
Are Discussed at 
New York Meeting 


Five of the most urgent problems 
confronting hospital administrators 
today were discussed at the 21st 
annual convention of the Hospital 
Association of New York State in 
New York City June 10-12. The 
subjects were: 

—Surveys and Planning. 

—Employee Relations. 

—Compulsory or Voluntary Care. 

—Nursing Needs. 

—Care of Long Term Patients. 

Especially spirited was the dis- 
cussion of compulsory vs. voluntary 
care. All shades of opinion were 
represented. Contending for volun- 
tary care were Louis H. Pink of 
Associated Hospital Service, New 
York City; and Dr. J. Stanley Ken- 
ney of the Medical Society of New 
York State. 

Speaking for the Wagner-Mur- 
ray-Dingell program was Dr. Milton 
I. Roemer of the U.S. Public Health 
Service. Dr. Basil C. MacLean of 
Rochester held that, while the fed- 
eral government has a responsibil- 
ity in this respect, it probably is 
not capable of handling the admin- 
istrative detail. Dr. Thomas Hale 
Jr. of Albany argued that voluntary 
hospitals should express no opin- 
ions on the subject. 

Lee B. Mailler of Cornwall suc- 
ceeded to the presidency following 
a two-year term of service by John 
F. McCormack of New York City. 
Dr. Morris Hinenburg of Brook- 
lyn moved from second to first vice 
president. Lawrence E. Kresge of 
Auburn was elected second vice 
president and thus put into the line 
of succession. Moir P. Tanner of 
Buffalo was reelected treasurer and 
Carl P. Wright of Syracuse was re- 
elected executive secretary. 
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Librarians Meet 


The second annual meeting of 
the Southeastern Conference of 
Medical Record Librarians, held in 
conjunction with the Southestern 
Hospital Conference, April 25-27 in 
Jacksonville, Fla., elected the fol- 
lowing officers: 

PRESIDENT: Mrs. Augusta Moor, 
R.R.L., Orange General Hospital, Or- 
Inndo, Fla.; | PRESIDENT-ELECT, Mrs. 
Frances S. Cross, R.R.L., Jacksonville, 
Fla.; SECRETARY, Betty Perry, R.R.L., 
Grady Hospital, Atlanta, Ga.; TREAS- 
ureR, Olene B. Steadham, R.R.L., 
Mobile (Ala.) Infirmary. 
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New Institutional Membership Certificate Ready 
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‘THE AMERICAN 
* HOSPITAL ASSOCIATION 


N recognition of its ideals and purposes 
as a community Health Service and with 
S| due regard for its ability to uphold the purposes and 
policies of the American Hospital Association in its 


3 efforts to promote good Hospital Care for all elements 


of the population 


Js hereby endowed with all the rights, benefits and 


privileges of an 


Institutional Member 


Tas 


ms 
pS 


oe 
= 


PUL 
eet nN 


No. 


issued 


in the American Hospital Association 


Jn Witness Whereof the Association first caused its Certificate to 
be signed and its Seal to be affixed on the 


day of 19 


* Presidenr 


Executive Dirvcror 
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THE NEw four-color certificate of 
institutional membership is _de- 
signed to be a more accurate sym- 
bol of the new relationship brought 
about by the Association’s widely 
expanded program. 

The certificate is an excellent 
means of calling attention to the 
fact that individual hospitals are 
keeping pace with the other pro- 
gressive hospitals in the nation by 
participation in the Association’s 
national program. 

Both the original date of mem- 
bership and the original certificate 
number will be used in the new cer- 
tificates. Although the same size as 
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the old model, the new certificate 
has different copy and the entire 
form is more colorful and stream- 
lined. 

It is expected that it will take 
several months before all hospitals 
receive their replacements although 
distribution will begin some time 
this month. A letter of detailed in- 
struction will be sent to each hos- 
pital outlining procedures for re- 
ceiving the new certificate and re- 
turning the old model. In order 
that complete records may be main- 
tained, duplicate records will be 
enclosed for both hospital and 
headquarters files. 
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NEW OFFICERS WERE elected at the annual meeting of 
the New Mexico Hospital Association, held at the Hilton 
Hotel, Albuquerque, on May 24 and 25. Shown (left to 
right) are: Kenneth Williamson, secretary of the Amer- 
ican Hospital Association’s Council on Association Rela- 
tions, who addressed the convention; Frank C. Gabriel, 
superintendent of the Southwestern Presbyterian Sana- 
torium, Albuquerque, 1945 president of the group; Joseph 


New Mexico Association Elects New Officers 


F. Morrison, R.N., superintendent of Clovis Memorial Hos- 
pital, association president Sister Mary George, superin- 
tendent of St. Joseph’s Hospital, Albuquerque, president- 
elect; Jesse K. Morrison, superintendent of Carrie Tingley 
Hospital, Hot Springs, vice-president, and Mrs. Myrtle 
Morrison, R.N., superintendent of nurses at Clovis Memo- 
rial Hospital, secretary-treasurer. 





Officers Elected by 


Four Southern States 


At Regional Meeting 


The four states making up the 
Carolinas-Virginias Hospital Con- 
ference elected officers during the 
regional meeting held May 22-23 at 
Greenville, §.C. New officers are: 


NORTH CAROLINA — PRESIDENT, 
Dr. H. L. Brockman of Burrus Clinic, 
High Point; PreswweNt-E.ect, Dr. A. 
L. Daughtridge, medical director of 
Rocky Mount Sanitarium; SECRETARY- 
TREASURER, Sample B. Forbus, super- 
intendent of Watts Hospital, Durham. 

SOUTH CAROLINA — PRESIDENT, 
John W. Rankin, superintendent of 
Toumey Hospital, Sumter; PRESIDENT- 
ELEcT, Katherine O. Altman, R.N., 
superintendent of Marion Sims Me- 
morial Hospital, Lancaster; First 
VICE-PRESIDENT, C. K. Shiro, super- 
intendent of Spartanburg General 
Hospital; SECOND VICE-PRESIDENT, 
Walter A. Cooper, superintendent of 
Tri-County Hospital, Orangeburg; 
SECRETARY-TREASURER, Robert L. Dau- 
gherty, business manager of Ortho- 
pedic Hospital and Clinic, Columbia. 

VIRGINIA—PRESIDENT, Robert G. 
Whitton, administrator of Alexandria 
Hospital; First VIcE-PRESIDENT, A. G. 
Howell, administrator of Raiford Me- 
morial Hospital, Franklin; SECRETARY, 
Haskins M. Coleman Jr., executive 
director of Richmond Hospital Serv- 
ice Association; TREASURER, Kenneth 
L. Williams, business manager of 
Mattie Williams Hospital, Richlands. 

WEST VIRGINIA — Present, B. 
B. Dickson, superintendent of Stevens 
Clinic, Welch; VicE-PRESIDENT, the 
Rev. Wade Hampton, superintendent 
of Reynolds Memorial Hospital, Glen- 
dale; PRESIDENT-ELEcT, C. C. Warner, 
superintendent of Mountain State 
Memorial Hospital, Charleston; Src- 
RETARY-TREASURER, A. H. Williamson, 
superintendent of Charleston Gen- 
eral Hospital. 
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The South Carolina delegate to 
the American Hospital Association 
is F. O. Bates, superintendent of 
Roper Hospital, Charleston. His 
alternate is Jacque B. Norman, su- 
perintendent of Greenville General 
Hospital. 

J. Stanley Turk, superintendent 
of Ohio Valley General Hospital, 
Wheeling, was named as the West 
Virginia delegate to the Associa- 
tion. E. A. Groves, superintendent 
of Kanawha Valley Hospital, Char- 
leston, was appointed alternate. 
New Hampshire Association 

Convention Elects Officers 


At the annual meeting of the 
New Hampshire Hospital Associa- 
tion, held May 23 at Manchester, 
Anne C. MacDougall, R.N., super- 
intendent of Nashua Hospital, was 
elected president of the group. 
Other new officers are: 

VICE-PRESIDENT: Mabel L. Parsons, 
R.N., superintendent of Elliot Commu- 
nity Hospital, Keene; SECRETARY, Dor- 
othy S. Rounds, Elliott Hospital, Man- 





chester; TREASURER, John C. Van 
Metre, director of Portsmouth Hos- 
pital. 


Sarah S. L. Nicholl, R.N., admin- 
istrator of Exeter Hospital, was 
chosen as delegate to the American 
Hospital Association with Miss 
MacDougall as her alternate. 





H.W.BAKER |INEN Co. 
OLDEST AND LARGEST ORGANI- 


ZATION OF ITS KIND IN THE U.S. 
Established 1892 








V.A. Post Accepted 
By Margaret Gillam 


Acceptance of the appointment of 
Margaret Gillam, dietary consult- 
ant of the Association, as chairman 
of the dietetics advisory council to 
the administrator of veteran affairs, 
has been announced by the Veter- 
ans Administration. Miss Gillam 
replaces Maniza Moore who re- 
signed to become chief of the Vet- 
erans Administration dietetics serv- 
ice, branch office No. 5, Atlanta, Ga. 

Other members of the dietetics 
advisory council are: Helen Mc- 
Lachlan, assistant professor of die- 
tetics at St. Louis University Hos- 
pital, and Dorothea F. Turner, 
newly appointed editor of the Jour- 
nal of the American Dietetics Asso- 
ciation. 
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Lewistown Hospital 
Capacity to be raised from 113 to 240 beds 


OVER 7,000 GIFTS IN AN AREA OF 
20,000 RESIDENTS PROVIDE $760,041.00 


for Two Hospitals 


Both the hospitals in Lewistown, Pa... . the Lewistown 
Hospital and the F. W. Black Community Hospital... 
needed extensive additions which would more than 
double their combined capacity. The area they serve 
has a population of 70,000. 

They decided to undertake a United Hospital 
Fund Campaign for $700,000.00, under the direction 
of Ketchum, Inc. 

Up to this writing the total is $760,041.00, with more 
coming. Yet there was only one corporation gift of 


$50,000.00 and one large family gift of $50,000.00. 
All the balance was obtained in individual and 
small company subscriptions. The average subscription 
was over $100.00. More than a quarter of a million 
dollars was given in memorial subscriptions. More than 
$160,000.00 was subscribed in outlying towns. 

Every campaign is different. We will be glad to send 
you the latest copy of “This Business of Raising 
Money” which tells of some of the basic principles of 
campaign direction. 


KETCHUM, INCORPORATED 


INSTITUTIONAL FINANCE 


CAMPAIGN DIRECTION 


KOPPERS BUILDING, PITTSBURGH 19, PA. 


Carton G. Ketcuum, President 
Frank L. Scott, Jr., Vice President 


Norman MacLeon, Executive Vice President 


McC Lean Work, Vice President 


Member American Association of Fund Raising Counsel 


F. W. Black Community Hospital 
Capacity to be raised from 50 to 100 beds 
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Closing date for the 27th annual 
Hospital Public Education Contest 
has been set as August 1g. Entries 
containing material on all public 
education activities from May 15, 
1945, through National Hospital 
Day, May 12, 1946, should be sent 
to the Council on Public Relations. 

Awards will be judged for five 
classifications which are state hos- 








AUGUST 19 DEADLINE FOR ENTRIES SET 
IN ANNUAL PUBLIC EDUCATION CONTEST 


pital association programs; city hos- 
pital council programs; individual 
hospital programs for institutions 
in cities of over 100,000 popula- 
tion, 15,000 to 100,000 population 
and cities under 15,000. 

Selection of winners in the con- 
test this year will be guided by the 
point system used in the 1945 com- 
petition. Points of different values 





CLEANS 


Rexair removes 
dust and dirt from 
floors, walls, bed- 
ding, and furniture. 
Drowns dust in 
water. No bag to 
empty. 


SCRUBS 


Rexair scrubs tile, 
linoleum, wood, 
and other floors; 
picks up the scrub 
water. Rinses and 
picks up the rinse 
water. 





REXAIR . . . DESIGNED TO EXACTING HOSPITAL STANDARDS 


PURIFIES 


Rexair removes 
dust, pollen, and 
germ-laden lint 
from air. Traps im- 
purities in water. 
You simply flush 
down drain. 


DEODORIZES 


Use your preferred 
deodorant and/or 
germicide. Add it 
to the pan of water 
in the Rexair base. 
Action is quick, 
effective. 





@ Rexair has been endorsed by a number of leading allergists 
and general practitioners, It meets hospital requirements because 
it is designed to exacting hospital standards. Full information 


will gladly be supplied. 


REKAIAIR,. EWC. 


FISHER BUILDING * DETROIT 2, MICHIGAN 
Distributors in principal cities 
SO9OSSSNSSSSSSSSSSSSSHSSSSSHSSSSSHSHSSECSSHEHSEOHEEEHESEEEEEEOSEE 


110 





* better 





will be awarded for seven types of 
activities toward a perfect 10v- 
point score. Classes and point val- 
ues are: (1) National Hospital Day 
—including newspaper clippings, 
radio, community programs, mis- 
cellaneous—20; (2) newspaper clip- 
pings—20; (3) radio—general—zo; 
(4) direct mail—general—10; (5) 
employee programs—1o; (6) house 
publications—10, and (7) poster 
campaigns—10. 





++ 


'W. H. Markey Joins 


Headquarters Staff 


William H. Markey Jr. will join 
the headquarters staff on July 8 as 
hospital accountant under the 
Council on Administrative Practice. 
He will be responsible for the pro- 
gram of the 
Committee on 
Accounting and 
Statistics which 
is aimed at revi- 
sion of the man- 
ual on hospital 
accounting, and 
for a general 
program of as- 
sistance toward 
account- 
ing practice in member hospitals. 

Mr. Markey spent six years in 
public accounting before entering 
the hospital field as manager of 
the Hospital Council of Western 
Pennsylvania. He has spent the past 
three years at Shadyside Hospital, 
Pittsburgh, first as assistant and 
later as administrator. 

A certified public accountant, 
Mr. Markey is a member of the 
Pennsylvania and American Insti- 
tute of Accountants. He holds per- 
sonal membership in the Pennsyl- 
vania and American Hospital asso- 
ciations and in the Pittsburgh Hos- 
pital Conference. He is a member 
of the Committee on Accounting 
and Statistics of the Pennsylvania 
association and chairman of the 
Hospital Budget Committee of the 
Federation of Social Agencies of 
Pittsburgh and Allegheny County. 

Mr. Markey, a native of Pitts- 
burgh, is married and has three 
children. 





MR. MARKEY 


ron 


Therapists to Meet 


Holding its first national conven- 
tion in five years, the American Oc- 
cupational Therapy Association 
will meet August 12-14 at the Con- 
gress Hotel, Chicago. 
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Prepared in a Jiffy! Dietitians and 

culinary experts in schools, hospitals, 

restaurants and hotels are discovering 
how easily and quickly you can make delicious 
Florida orange and grapefruit juices. Simply add 
water to Florida’s Concentrated Citrus Juices and, 
presto, you have pure juice full of the refreshing 
flavor and goodness of the juice you squeeze in 
your own kitchen! 


yy 


-_ Money! Florida’s Concentrated Citrus 

fF Juices are so economical and conven- 
ient to use! There are no high seasonal price fluc- 
tuations, no wasted storage space, no handling 
of bulky crates, no refuse disposal problem, no 
slicing and squeezing. There are no perishable 
fruit losses occasioned by decay and crushing. 








Preserve Natural Flavor and Vita- 

mins! Perfected during wartime, 

Florida’s Concentrated Citrus Juices 

faithfully retain the color, refreshing flavor, and 
healthful vitamins of Florida’s finest orange and 
grapefruit juices! This utterly delicious, pure food 
product is held in highest esteem by medical author- 
ities and dietitians and is winning wide acclaim 
from schools, hospitals, restaurants and hotels. 
Learn more about this great product, write: 
Florida Citrus Commission, Lakeland, Florida. 


YES, DEL) 
ripened — "+ + Only selected 
tr; TUult is used in Florida’ oe 
ated Citrus Juices! S Concen- 


YE. 
pe oe -+- Lich in H th 
ural food values tly 
ral and vitamj 
Florida’s finest Oranges and ror = 
uit! 


LORIDA Coxcorteaiec CITRUS JUICES 
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Hospital Council Formed In 
Virginia Tidewater Region 


A broad program of cooperation 
and advancement was adopted by 
the Tidewater Hospital Council at 
its first meeting on April 24. 


Members of the council are hos- 
pital superintendents in the Vir- 
ginia Tidewater area and include 
representatives from Norfolk, Ports- 
mouth, Newport News, Hampton, 
Suffolk and Franklin. 





Officers Elected at Annual 
Meeting of Oregon Hospitals 


C. O. Moberg, superintendent of 
Columbia Hospital, Astoria, was 
installed as president of the Oregon 
Association of Hospitals when the 
group met May 23-24 at Eugene. 
Officers elected were: 


PRESIDENT-ELECT: C. W. Reynolds, 
manager of Corvallis General Hos- 
pital; vICE-PRESIDENT, A. L. Morland, 
superintendent of Emanuel Hospital, 
Portland; SECRETARY-TREASURER, W. A. 

















BREAKING 
the 
DISHWASHING | 
BOTTLENECK 
in 
EATING 
ESTABLISHMENTS 
EVERYWHERE 





Uses Only 2 Gals. of 
Fresh WATER PER MIN. 
and Recirculates 20 Gals. 
Per Min. During Oper- 
ating Periods 



















The remarkable new dish- 
washing aid that in one 
simple operation ... 
Washes Away Scraps 
Collects Garbage 


Salvages Tableware 








Just one of its 
of hand-scrapp 
lishes, has prove big 0 
er in scores of establishm 
Simultaneously with ising, Sal- 
vajor eases the garbage problem too, by __ 
_ collecting, sanitizing and reducing its — 
_ volume by 40%. The Tableware Trap, 
itself, soon pays back the cost of a Sal- 
_ vajor with the silver and small dish 
saves from the garbage. — 
. Salvajor Is Not To Be Confused With a Dish- 
‘ washing Machine or Garbage Grinder. — 


THE SALVAJOR COMPANY 


118 Southwest Bivd., Dept. HO, Kansas City 8, Mo. 















Send 
Coupon 
NOW ...Be Sure 
of a Suitable 
Position On 
Shipping 
Schedule 


Please send 
Full a | - lat- 
est mode ie 
num — NAME 
Name of nearest 

O supplier. . STREET 








CITY ZONBE...2 STATE:..2..< 
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Zimmerman, assistant administrator 
of the University of Oregon Mediczl 
School, Hospital and Clinics, Portland. 


William Gahlsdorf, business man- 
ager of Salem General Hospital was 
named as the Oregon delegate to 
the American Hospital Association. 
His alternate is Mr. Reynolds. 





CALENDAR OF ASSOCIATION 
AND ALLIED MEETINGS 


American Hospital Association 48th An- 
nual Convention-—September 30-Octo- 
ber 4; Philadelphia (Bellevue-Strat- 
ford and Benjamin Franklin Hotels). 


Regional Association Meetings 


American Protestant Hotel Association— 
September 27-28; Philadelphia. 


Carolinas-Virginias Conference— April 
1947; Roanoke, Va. (Hotel Roanoke). 


State Association Meetings 
Idaho—December 7; Boise. 
Kansas—November 13-14; Topeka Hotel 

Jayhawk). 
Maryland-District of Columbia—Novem- 
ber 7-8. 


Missouri—November 
(Hotel Jefferson). 


Montana—October 21; Butte. 


Nebraska—October 21-22; Lincoln (Hotel 
Cornhusker). 

Oklahoma—November 21-22; Oklahoma 
City. 

South Carolina—April 1947; Roanoke, 
Va. (Hotel Roanoke). 


Texas—March 27-29, 
(Rice Hotel). 


Utah—December 4. 


Wisconsin—February 20, 1947; Milwau- 
kee (Schroeder Hotel). 


Wyoming—July 19; Jackson. 


29-30; St. Louis 


1947; Houston 


Other Meetings of Interest 


American College of Hospital Adminis- 
trators—September 28-30; Philadel- 
phia. 

American College of Surgeons—Septem- 
ber 9-13; New York City (Waldorf- 
Astoria). 


American Dietetic Association—October 
14-18; Cincinnati (Netherlands Plaza 
Hotel). 


Association of Collegiate Schools of Nurs- 
ing—September 19-20; University of 
Pittsburgh. 

Associated Hospitals of Alberta—-Novem- 
ber 6-8; Calgary (Palliser Hotel). 


British Columbia Hospitals Association— 
November 12-15; Vancouver. 


Manitoba Hospital Association—-October 
28-November 2; Winnipeg. 


Nursing Organizations—September 23-27; 
Atlantic City. Participants: American 
Nurses’ Association, National League 
of Nursing Education, National Organ- 
ization for Public Health Nursing. 
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Hospital Restaurants 
May Increase Prices 


(From the Washington Service Bureau) 


Hospitals operating restaurants 
and cafeterias for persons other than 
patients may now charge higher 
prices for meals, food items and 
beverages when these are (1) New 
food items, meals or beverages not 
included on menus before or those 
that had been discontinued due to 
war conditions, or, (2) Meals, food 
items or beverages the major in- 
gredient of which is exempt from 
price control at all other levels of 
sale. 

This modification became effec- 
tive June 13 with the issuance of 
Amendment 13 to the Restaurant 
Maximum Price Regulation 2. 

Hospitals operating restaurants 
and cafeterias at a loss may apply 
for financial relief without having 
to meet the two former conditions 
provided: THat discontinuance of 
the service would result in serious 
inconvenience to customers, and 
THaT through discontinuance of 
service customers would have to pay 
more elsewhere. 

The management must show that 
current sales are less than cost plus 
salaries of management. One-year 
figures are requested but if unavail- 
able three-month accounts will be 
accepted. 





Council Membership Limited 
In National Capital Area 

The recently established Hospital 
Council of the National Capital 
Area, Washington, D. C., voted to 
exclude community agencies from 
membership at the second meeting 
of the council on June 12. Repre- 
sentation on the 12-member execu- 
tive board also was limited to hospi- 
tal officers and board members. 

Both limiting actions were in dis- 
agreement with the recommenda- 
tions of the Metropolitan Health 
and Hospital Survey, the organiza- 
tion which recommended creation 
of the council. 





CORRECTION 


The lines under a drawing on 
page 59, June issue, of HOSPI- 
TALS, indicated that flies and 
other insects are no longer under 
suspicion as transmitters of the 
poliomyelitis virus. The statement 
should have read: “Scientists have 
not definitely incriminated these 
and other insects as possible trans- 
mitters.” 











Commission Meeting Reviews 
Sections of Survey Report 


Sections of the report of the Com- 
mission on Hospital Care which 
will be presented publicly at the 
American Hospital Association con- 
vention in October were reviewed 
when the commission met June 
14-15 in Chicago. 


The sections considered included 
methods of financing hospital care, 
hospital service for veterans, nurs- 
ing service in the hospital, care of 








psychiatric patients and the role of 
the hospital trustee. 


It was reported that all states 
have taken steps to survey hospital 
facilities. Studies are under way in 
37 states and have been authorized 
but not started in eight. Two states 
have completed preliminary studies 
which will be extended it is antici- 
pated. Only one state is still in the 
preliminary planning stage. 


It is now believed that 14 states 
will have completed their survey by 
August 1. 








THE FRAME IS MADE OF 








Twelve or more chairs 


Columbia 24, S. C. 





ALUMINUM CHAIR 


Strong—Long Wearing—Comfortable 


STRONGEST ALUMINUM ALLOY 


The frame, by actual test, will stand a pressure of 8,746 lbs. 
The finish is lustrous and durable. Being part of the metal— 
not painted or enameled—there is no peeling, rusting, stain- 
ing or chipping. Its four square con- 
struction assures against wobbling. 
The aluminum finish is not affected 
by washing which makes it ideal for 
hospital use. 


THE COVER IS TOUGH 
POLY VINYL PLASTIC 


Specify colors desired: Red—Blue—Yellow 
Sold in multiples of two chairs per color... 


STANLEY SUPPLY CO. 


Hospital Supplies and Equipment 
121-123 E. 24th St., New York 10, N. Y. 
Branches: 


The cover is made of tough 
Poly Vinyl Plastic, that has the 
appearance of good quality 
durable and attractive leather. 
Being a stout resin plastic it 
won't tear, fade, scuff, wrinkle 
or stain. It is easily washed and 
won't lose any of its original 
depth of color or texture. It is 
the perfect long wearing cover 
for the sturdy frame. Com- 
fortable, and constructed for 
years of serviceable use. 


_............ $17.50 each 
Bima _................. $16.95 each 


Indianapolis 4, Ind. 
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An institute on hospital phar- 
macy, which will present a_ basic, 
integrated course designed to pro- 
vide information and new ideas in 
concentrated form, is scheduled for 
July 15-19 at University Hospital, 
Ann Arbor, Mich. 

Among topics to be presented are 
lectures and demonstrations on par- 
enteral medication and lectures on 
manufacturing in the hospital phar- 
macy, which will include discussion 
of preparations readily made in hos- 
pitals of 100 to 200 beds. Round 
taple groups will meet every eve- 
ning. 

















INSTITUTE ON HOSPITAL PHARMACY TO 
PRESENT A BASIC INTEGRATED COURSE 


Some of the 14 faculty members 
are Dr. Robert P. Fischelis, secre- 
tary of the American Pharmaceu- 
tical Association, Washington, D. 
C.; Dr. Malcolm T. MacEachern, 
associate director of the American 
College of Surgeons, Chicago; Dr. 
A. C. Kerlikowske, director of Uni- 
versity Hospital and John J. Zugich, 
chief pharmacist at Oak Ridge 
(Tenn.) Hospital. 

The institute will be conducted 
jointly by the Council on Profes- 
sional Practice of the American 
Hospital Association and the Amer- 
ican Pharmaceutical Association, 
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with the cooperation of the Ame:- 


ican Society of Hospital Pharm:- 
cists. Sponsoring organizations aie 


the University of Michigan, the 
Michigan Hospital Association an: 
the American College of Surgeons. 

Applicants must be members o! 
the A.P.A. and the A.S.H.P. or em- 
ployed by an American Hospiti 
Association member. Applications, 
accompanied by the $25, institute 
fee, should be mailed to the Council 
on Professional Practice, 18 East 
Division St., Chicago 10. 





Arkansas Hospitals 
Ask Standards Bill 


A resolution recommending legis- 
lation for establishing standards for 
hospitals in Arkansas was adopted 
unanimously at the meeting of the 
Arkansas Hospital Association, held 
May 16-17 at Little Rock. 

Delegates authorized a committee 
to negotiate with the Veterans Ad- 
ministration for a contract govern- 
ing care of veterans. The contract 
will be submitted to all association 
members for approval. 

A committee to study all prepaid 
hospitalization plans in the state 
and a legislation committee will be 
appointed, following approval of 
the proposals by delegates. Helen D. 
Robinson, director of study for the 
Arkansas State Hospital and Health 
Survey, was installed for her sec- 
ond consecutive year as association 
president. 

Officers elected were: PRESIDENT- 
ELECT, Moody Moore, administrator of 
Crossett Hospital; VicE-PRESIDENT, 
Marguerite LeGrande, superintendent 
of Trinity Hospital, Little Rock; SEc- 
RETARY, John A. Gilbreath, Little 
Rock; TREASURER, Harriet Poe, R.N., 
superintendent of Methodist Hospital, 
Hot Springs. 

John G. Dudley, administrator of 
Baptist State Hospital, Little Rock, 
was named delegate to the Amer- 
ican Hospital Association. His al- 
ternate is Miss LeGrande. 





++ 


Arizona Elects Officers 


Meeting concurrently with the 
conference of the Association of 
Western Hospitals, the Arizona 
Hospital Association elected officers 
May 14. 

J. O. Sexson, superintendent of 
Good Samaritan Hospital, Phoenix, 
was named president; Mother 
Eileen, superintendent of St. Mary’s 
Hospital, ‘Tucson, vice-president, 
and Dr. Charles W. Sechrist, ad- 
ministrator of Flagstaff Hospital, 
secretary-treasurer (reelected). 
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New West Coast Officers 











MR. HEERMAN MR. TURNER 
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mn NEW OFFICERS were elected by the 
Association of Western Hospitals dur- 

id ing the group’s annual conference held 

te in Los Angeles, May 14-16. Ritz E. 

“ Heerman, superintendent of the Cali- 
fornia Hospital, Los Angeles, and a 

of trustee of the American Hospital 

D. Association, will take office as presi- 

he dent on November i as a result of by- 

th law changes in the fiscal year. 

BG Horace C. Turner, administrator of 

yn Deaconess Hospital, Spokane, Wash., 
was chosen president-elect, and J. H. 

T- Jenkins, administrator of the Latter 

of Day Saints Hospital, Salt Lake City, 

‘T, Utah, second vice-president. 

nt Arthur J. Will, superintendent of 

le charities for Los Angeles County, was 

N., installed as president of the California 

al, Hospital Association when the group 
met on the day preceding the western 

of conference. 

‘k, Western Association officers who 

or were elected but not present at the 

= business meeting are Ralph W. Nel- 
son, administrator of Portland (Ore.) 
Sanitarium and Hospital, first vice- 
president and R. R. Brisbane, director 
of Sutter Hospital, Sacramento, Calif., 

treasurer. 

he — a 

of ° 

na Service Expansion 

ers Adrian Hospital, Punxsutawney, 

. Pa., has expanded technological 

of and specialized services to patients 

ix, & through additional equipment and 

1er modernization in the departments 

y's fof urology, x-ray and labor’atory. 

nt, — The 80-bed hospital, a member 

ad- = ci the American Hospital Associa- 

al, § tion, is administered by Louis C. 


‘Trimble. 
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Pictures Used to Decorate 
Children’s Hospital Rooms 
Eight pictures, drawn by Pater- 
son (N. J.) school pupils, were 
presented to the women’s and chil- 
dren’s pavilion of Paterson Gen- 
eral Hospital late in May. All pri- 
mary and grammar grades were 
represented in the pictures selected 
in a schoolwide project. 
Purpose of the pictures is to con- 
tribute to the arrangement of chil- 
dren’s quarters at the hospital so 





that the hospitalized child would 
have an easier transition from his 
routine environment. 

The entire project is being con- 
ducted on a long term basis, ac- 
cording to Dr. Edgar C. Hayhow, 
hospital superintendent. Another 
school contest will be held next 
year and the winning pictures 
added to those already at the hos- 
pital. It is hoped that large murals 
for the main corridors and open 
wards will be developed eventually 
as part of the program. 






















































1, TAILORED .. FOR ACTIVE DUTY 
WHERE THE SMALLEST, QUICKEST 
MOVE MUST BE UNHINDERED.. 
EASY .. FREE. 


2, STURDY FABRICS ... THAT KEEP 


THEIR SHAPE, APPEARANCE, SIZE 
« - INDEFINITELY, 


3. MADE TO LAST. . TO WITH- 
STAND WEAR. BAR TACKED AND 
REINFORCED . . FOR LONG AND 
FAITHFUL SERVICE. 


MARVIN-NEITZEL CORP. 


We are 101 years old this year 


11 @) 4 NEW YORK 

















Grant Sets Up 125 Public 
Health Service Fellowships 


As an aid in recruiting trained 
health officers, directors of special 
medical services and public health 
engineers, a grant for establish- 
ment. of 125 fellowships to train 
physicians and sanitary engineers 
in public health has been approved 
by the National Foundation for 
Infantile Paralysis. 

According to Dr. Thomas Par- 
ran, USPHS Surgeon General who 








announced the grant on May 23, 
each fellowship will provide a 
year’s graduate training in a pub- 
lic health or sanitary engineering 
school. The fellowships are avail- 
able for the academic year begin- 
ning in the fall of 1946 or the fall 
of 1947. 

Further details may be obtained 
by writing to the Surgeon General, 
USPHS, Attention: Public Health 
Training, 1gth and Constitution 
Ave., NW, Washington 25, D. C. 
The awards committee will act on 
applications July 15 and August 1. 
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SHELDON’S long, continuous, and suce 
cessful laboratory experience; efficient 
planning service, and unsurpassed pro- 
duction facilities combine to provide 
the utmost in utility and ecenomy in 
Hospital Equipment. Let our Engineers 
help you plan your Central Supply, 
Sterilizing Rooms, Nurses’ Stations, 
Film Processing Rooms, Pharmacies, 
Laboratories, and other adjunct service 
areas. Also Nurses’ Training Science 
and Dietetics Laboratories. 


Write for SHELDON'S 
new catalog of Hospital 
Fixed Equipment — a 
catalog showing com- 
plete Hospital Equip- 
ment and plans for func- 
tional rooms. 


eH. SHELDON « company 


MUSKEGON, MICHIGAN 






















CURRENT LISTING 
OF NEW MEMBERS 








INSTITUTIONAL MEMBERS 


FLORIDA 
oe Ray Park Health Resort, 
ne. 
KENTUCKY 
Henderson—New Henderson Hospital 


MICHIGAN 
Traverse City—James Decker Munson 
Hospital 
MISSOURI 
Joplin—Freeman Hospital 
Normandy—Marillac Seminary 


NEW YORK 
Amityville — The Long Island Home, 
Ltd. 


OKLAHOMA 
Okemah—The Clinic Hospital 


TENNESSEE 
Lewisburg—Gordon Hospital 


WASHINGTON 


Vancouver—Vancouver Memorial Hos- 
pital, Inc. 


FOREIGN 


Palestine, Petah Tiqva-—Beilinson Hos- 
pital 


PERSONAL MEMBERS 


Anne, Sister Mary, Admin., Mt. Carmel 
Hosp., Pittsburg, Kans. 

Aspinall, Nancy W., Asst. Supt., Shore 
Memorial Hosp., Somers Point, N. J. 

— Bernard N., R.N., Supt., Cuba 
CN. Y.) Memorial Hospital 

Burns, B. I., Med. Dir. of Hosps., Univ. 
of Texas, Medical Branch, Galveston. 

Crudim, Myrtle B., M.D., Hospital 
Admin., Chicago Intensive Treatment 
Center, 

Grobsmith, Michael S., Night Supt., 
Jewish Hosp., Brooklyn. 

Haldeman, Florence E., Supt. of Nurses, 
Cooper Hosp., Camden, N. J 

Holberg, A. L., Bus. Megr., Maynard 
Hosp., Seattle. 

Hunter, Margaret I., Supt., West Hud- 
son Hosp., Kearny, N. J. 

Hunter, Oscar B., M.D., Secr.-Bd. of 
Dirs., ‘Doctors Hosp., Washington, 
D: Cc. 


Leal-Colmenter, Mario, M.D., Student- 
Hosp., Admin., 1414 E. 59th St., Chi- 
cago. 

Lees, William T., Jr., Asst. Admin., 
Overlook Hosp., Summit, N. J. 

Linck, Lawrence J., Exec. Secr., Na- 
tional Society for Crippled Children, 
Chicago. 

Magdalen, Sister Mary, R.N., Supt., Our 
Lady of the Oaks, Lexington, Ky. 
Maguire, L. M., Lt. Col., M.C., Chief 
Med. Off., Veterans Hosp., Des Moines, 

Iowa. 

Maloy, Catherine M., Asst. Dir., Hosp. 
Admin., University of Chicago Clinics. 

Norton, Alex E., Supt., New Rochelle 
CN. Y.) Hoagp. 

Pritchard, Clarence M., Asst. Supt., 
Augustana Hosp., Chicago. 

Quinn, David E., M.D., Manager, Vet- 
erans Hosp., Oteen, N. Car. 

Roberts, W. M., M.D., Surgeon-In-Chief, 
N. Car. Orthopedic Hosp., Gastonia. 
Smith, Mary, Asst. Supt., Monmouth 
Memorial Hosp., Long Branch, N. J. 
Tucker, Wilson E., Asst. to Mang. Dir., 
New Britain (Conn.) Gen. Hospital. 
Wade, Thelma, R.N., Supt., Hadley 

Memorial Hosp., Hays, Kans. 

Wells, Marion H., Librn., Sch. of Nrsgz., 
Harper Hosp., Detroit. 

Wilson, Catherine B., Mrs., Supt., 
Petersburg (Va.) Hospital. 

Ellerbe, Thomas Farr, Architect, El- 

lerbe & Co., St. Paul. 
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DIRECTIONS: 
SOLVENT is added 


¢ imi 
Instontly. Ten 1° 
will remove deied pe 


new Reliance Solvent 


CLEANS ANYTHING SURGICAL— 
QUICKLY—SAFELY 


Especially prepared for surgical use, new Reliance Solvent 
is a fast—safe—efficient cleanser for instruments and sun- 
dries. A soapless cleanser, it saves both time and down- 
right hard work—cleans without brushing or rubbing— 
cleans anything. 


No Brushing—No Scrubbing—No Wear 


Harmless to- hands—Reliance Solvent can be used with 
complete safety and effectiveness on all metal instruments, 
rubber goods, glassware, enamelware or aluminumware. 
It dissolves blood and tissue almost instantly—is equally 
effective in hard and soft water. In fact, it’s an excellent 
water softener. 


One ounce of Reliance Solvent makes one gallon of fast- 
acting solution—a solution usable again and again. The 
handy sized 5 pound package contains enough Reliance 
Solvent to make 80 gallons of efficient, safe, economical 


cleansing solution. 
Try This Big 5-lb. Container! $ 500 Package 
(MAKES 80 GALLONS) 


Full Satisfaction Guaranteed 
In Dozen Lots, $4.00 Package 
ORDER DIRECT FROM 
V M ueller and Company 
Everything For Surgery Since 1895 
408 So. HONORE ST. CHICAGO 12, ILLINOIS 
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HILL-ROM 


Sibiu Wall 


FOR CHILDREN’S WARDS AND ROOMS 








MIDNIGHT 
IN TOYLAND 


Toys are children's first 
love, and never lose their 
appeal, These Story 
Weds show what might 
happen if all the toysin 
the nursery came fo life 
and decided to have a 
midnight frolic. (24 dif- 
ferent pictures.) 





















ON THE 
CIRCUS LOT 


There’s nothing like the 
circus to brighten chil- 
dren's eyes. These Story 
Walls bring the thrill and 
fun of the circus right 
into the hospital. (24 dif- 
ferent pictures.) 























HAND PAINTED PANELS OF DURABLE, 
WASHABLE MATERIAL 


Hill-Rom Story Walls are available in two com- 
plete series, as indicated above. They are hand 
painted in full colors on a strong, canvas-like ma- 
terial and applied to the walls just like wall paper. 
Any competent paper hanger can apply them— 
quickly and inexpensively. The material can be 
washed with mild soap and water or an ordinary 
antiseptic solution—without damage either to the 
colors or to the material. These picture panels will 
bring many hours of enjoyment to your small pa- 
tients, and shorten long days of convalescence. 

Four-color brochure, complete with pictures and 
information, will be sent on request. 


HILL-ROM COMPANY, INC. « BATESVILLE, INDIANA 









Furniture for the Modern Hospital 






(Continued from page 82) 

The staff has assumed responsi- 
bility for complete medical infor- 
mation including a summary of 
physical findings, history and prog- 
ress notes, plus laboratory and 
x-ray reports. If surgery is neces- 
sary, the referring physician is 
notified of the date and hour of 
operation and the type of opera- 





Group Practice As a Step Toward 
TOP CARE FOR ALL 


tion contemplated. Through clini- 
cal conferences organized and run 
by various services such as path- 
ology, urology, and the like, physi- 
cians practicing in near-by and 
distant communities are offered the 
opportunity to review their own or 
similar cases as presented by spe- 
cialists in various fields. 

Then too, many patients felt 





Safeguarded constantly by scien- 
tific tests, Coca-Cola is famous for 
its purity and wholesomeness. It's 
famous, too, for the thrill of its taste 
and for the happy after-sense of 
complete refreshment it always 
brings. Get a Coca-Cola, and get 


the feel of refreshment. 








Drink 


OM 















that they were losing the inhere: t 
right to choose their own phys - 


- cians. Through discussion and edi - 
* “cation the feeling today is that w= 


are helping them select an ind.- 
vidual most familiar with thei: 
complaint and the one best quali- 
fied to handle the situation. 

A definite danger is the tendency 
for the group to be so efficient an: 
scientific that the patient is consic- 
ered only a diseased organism, anc| 
not a sick human being. Even to- 
day we receive from time to time 
expressions of woe because we do 
not have on our staff an “old-fash- 
ioned family doctor.” 

A more minor objection is that 
the very facility of consultation 
and special examination afforded 
the group leads to unnecessary ex- 
pense to the patient, and the only 
solution to this lies in the collec- 
tive and individual ability and in- 
tegrity of members of the group. 

Probably the most important 
changes in professional relation- 
ships occur within the groups them- 
selves. Doctors, in general, are con- 
firmed individualists, yet group 
practice requires a high degree of 
cooperation along with subordina- 
tion of personal ambitions, both 
professional and financial, to the 
best interests of the entire group. 

Another difficulty concerns the 
remuneration of the various mem- 
bers of the group. Should one con- 
cede that the discrepancy now 
existing between the incomes of in- 
dividuals in the different fields of 
medical practice be perpetuated in 
group organization? Or should men 
of equal training and ability be en- 
titled to equal rewards, regardless 
of the financial productivity of the 
particular fields in which they 
work? It is the conviction of our 
group that since the success of the 
individual and the success of the 
group is one and the same, equality 
in training, in ability and seniority 
should carry equality of reward. 

Although our program always 
has considered the voluntary hos- 
pital as the logical focus for group 
practice, we hold no brief for any 
one method of organizing medical 
practice. Rather, we maintain that 
much experimentation with many 
different mechanisms will be neces- 
sary to achieve the aim of bringing 
the best medical care to each indi- 
vidual patient. 
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“Purchasing 


Gas and Electricity Reports Show 
PRICE REDUCTION 


HILE CONGRESS considered 
Ww pending price control legis- 
lation and the destiny of the Office 
of Price Administration for the 
new fiscal year, hospital administra- 
tors had long realized that hospital 
“cost of living” was soaring above 
prewar figures. Foods, linens, drugs 
and building materials were lead- 
ing the way toward increased oper- 
ational costs. 

Along with price increases, sup- 
ply shortages were widespread but 
not readily tabulated. Effects of 
nationwide coal and rail strikes 
were just beginning to be felt. The 
Civilian Production Administra- 
tion believes that production for 
many months hence will be ad- 
versely affected by the indirect 
effects of these strikes as they rever- 
berate throughout the complex, in- 
terrelated national economy. 

The upward readjustment - in 


AMERICAN HOSPITAL ASSOCIATION 
WASHINGTON SERVICE BUREAU 


1705 K Street, N.W., Washington 


prices that began with the issuance 
of Executive Order No. 9687 on 
wage-price policy in February con- 
tinues. The Bureau of Labor Sta- 
tistics index of wholesale prices in- 
dicated a rise of about 2 per cent 
between February and April. 

Table I shows that the average 
of all commodities was 47 per cent 
above the figure in 1939, a period 
which, government statisticians ex- 
plain, was exceedingly low, due in 
part to impending war. 

Two items which have not fol- 
lowed the general trend of price 
increases are gas — natural and 
manufactured and mixed—and elec- 
tricity. The American Gas Associa- 
tion reports 5 to 14 per cent reduc- 
tions in average gas prices. Typical 


net monthly commercial electric 
bills as of January 1 indicate that 
the downward trend in electric 
rates also continues. Average reduc- 
tions of 10 to 20 per cent since 1939 
were reported by the Federal Power 
Commission. 


Where coal was used by hospitals 
for heating, these average wholesale 
price increases set the pattern. For 
the period 1939 to April, 1946, the 
Bureau of Labor Statistics show: 

Bituminous (mine run) ....26 per cent 

Bituminous (screenings)....31 per cent 

Anthracite (pea) 39 per cent 

Number 2 fuel oil, which had 
soared 46 per cent above. prewar 
prices, was down to 26 per cent 
with the termination of war. Ship- 
ping hazards during war had ac- 
counted for much of the increase. 

Average retail food costs for 
April were 51 per cent over those 
of August 1939, with almost all of 
the increase being recorded before 
the “hold the line” order of May 
1943. Since that time an average 
1 per cent decrease has been re- 
corded although recent price con- 
trol suspensions and revocations 
will permit future upward revisions. 


Since 1942, hospital equipment 





Emphasize Sale at Sue’ Disposal Plan 


(From the Washington Service Bureau) 

N ITS NEW EMPHASIS on sales at 
I site, the federal government of- 
ficially recognizes the fact that sur- 
plus disposal problems today are 
quite different from those that fol- 
lowed World War I. A major prob- 
lem in those days was to keep from 
glutting a market already well sup- 
plied by quickly reconverted indus- 
try. 

Today, with industry partially 
stalled for nearly a year, there is a 
seemingly insatiable demand for 
everything that the fighting forces 
turned back. The problem is to get 
the surplus into circulation as fast 
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as possible. Hence, the sales at site 
managed by private concerns under 
the supervision of consultants and 
regional offices of the War Assets 
Administration. 

Currently there is a hitch in that 
the comptroller general has ruled 
that WAA lacks authority to pay 
commissions to private concerns. 
If and when this matter is settled, 
procedure will be: 

Sales will be conducted on a fixed- 
price plan and all deals completed 
at the site. The rules are not being 
changed. Even when buying through 
private concerns at the site, hospi- 
tals and other priority claimants 


will be handled just as they have 
been in the past by WAA person- 
nel. Carl H. Monsees heads up a 
new division of consultants and ad- 
visory committees with a represent- 
ative in each of 33 regional offices. 

Medical, hospital and_ surgical 
supplies, Mr. Monsees explains, 
follow a nearly complete price pat- 
tern; but when residual listings re- 
main after original sales, hospital 
representatives will be consulted 
for disposal advice. Meantime Mr. 
Monsees is ready to join in sales 
conferences with buying groups to 
discuss current problems of acquir- 
ing surplus items. 
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costs are up about 17 per cent, OPA 








officials report. No official tabula- © TABLE |—Index Numbers of Wholesale Prices by Groups of Commodities 
tions are available. Most price con- (Bureau of Labor Statistics) 1926 — 100 
trols were removed from these items * Apri Feb. in April — len. 
on April 8. Prior to that, prices had 1945 1946 1945 1945 1941 1939 
been frozen on all items until V-J All « dities.. 110.2 107.7 105.7 105.7 93.6 75.0 
Day. ° O° aah SL 110.8 107.8 106.4 105.8 90.5 67.2 
F A = Textile Products ................. 107.9 102.2 99.6 99.6 91.8 67.8 
or textiles most important tO — Fue! and Lighting................ 8°.1 85.1 84.8 83.5 78.4 72.6 
the hospital budget the increases  jyasorsals 
were more drastic. Building materials... 126.5 120.9 117.8 N71 107.8 89.6 
On March 8, the Civilian Pro- Drugs and Pharmaceuticals. 112.4 111.5 110.2 106.8 112.5 1A 


duction Administration froze types 
of items which can be produced in 
proportion to prewar ratio. At the 
same time incentive pricing for the 
most urgently needed textiles was 
inaugurated. Institutional users ab- 





*Preliminary figures 








Table Il—Retail Costs 





of Food Indexes (Bureau of Labor Statistics) 


eae : 1935-39 — 
sorb prices in all instances, an OPA - is 7? i 100 . . . ns 
4 " pr an. ug. pr. ay ay jan. g. 
authority reports. ils 1946 = '1946. = «1945-1945. «1943)-s1942-«194T— (1939 
For those undertaking a building jj Foods. cccwecenenee 141.7 141.0 140.9 135.6 143.0 121.6 97.8 93.5 
program at this time, the nation- Cereals and 
samt Bakery Products................ 113.3 109.4 109.1 -108.9 107.6.) 105.2 94.9 93.4 
wate pee TROT 132.8 «©1314 131.8 130.8 «138.3 124.3 101.1 95.7 
prices and material shortages. OPA Dairy Products 137.4 136.4 133-4 133.5 136.9 123.3 105.1 93.1 
lists more than 100 adjustments in oe Sais eee 137.7 172.4 «171.4 = 139.9 142.0 115.4 97.4 90.7 
: <3 : Fresh Fruits 
price ceilings on construction ma- 1a Vegetables __......... 199.8 192.7 196.2 183.3 205.8 «130.093.4928 
terials since V-E Day. Connell Susie 
and Vegetables ............. 128.7 "130.5 «130.3 -130.0 130.1 122.7 9G 
Beverages... 124.9 124.9 124.7 124.6 12451246 90.9 94.9 
McGILL SUMMARY Feats and oils. 126.1 1255 124.0-«123.8125.3«122-4 = 80.3 84.5 
Sugar 135.3 126.5 «126.6 «126-4 «127.6 «127.1953 95.6 


L; mportation 


Outlook Is Dark 


H. N. McGILL 
EDITOR McGILL COMMODITY SERVICE 
AUBURNDALE, MASSACHUSETTS 
pierre while often regarded 
as an asset, particularly on a ris- 








Significant Dates: Aug. 1945, End of War; May 1943, "Hold the Line" order; May 1942, 
General Maximum Price Regulation; Jan. 1941, Little Steel Formula; August 1939, month 


before war in Europe. 





Factors which will noticeably affect the food indexes in future tabulations are recent 
price increases in whole milk and butter; reduction of bread loaf weights; numerous 
food items removed from price control. 





Table III—Average Wholesale Prices (Bureau of Labor Statistics) 





















ing market, nevertheless are a liabil- —_ yg a" shan 
ity until fabricated and disposed Of 93g 2c nenmneenentnnennenne $ 8.36 $2.00 $0.08 
mene distribetion cheaeels:. “WE oe rp ye - 
; : fe BOON se cscs nb canasid cs cnsacencUecau sp ncbeconorstecssarea eee ee : x R 

There is some disposition to go BI oy istrcnr acecclincorionioheinasen el 16.45 3.95 0.18 | 
slow now as regards inventory 
building, if and when supplies be- Percent Change : 

i i , a e/a Souk eas +96.8 +96.8 +130.4 FS 
come available in greater volume. a oe +154 +54 +197 : 


Inventory over-extension should 
always be avoided, but at the same : H 
time we are confronted with a most 5 
unusual situation from a raw-mate- 
rial inventory standpoint at the 
present time. Basic raw materials 








TABLE |V—Weighted Index Numbers of Wholesale Prices of Building Materials 4 
(Bureau of Labor Statistics) 1926 — 100 


: April Jan. Aug. Apr. May May Jan. Aug. E 
were used up at a sensational pace 1946 = 1946194501945) 1943) :1942,)s«1947—«1939 3 
under the impetus of warfare, and Brick and. Tile...ecccccenn 119.9 116.9 111.6 110.6 98.9 98.0.3 90.5 
since V-J Day the underlying trend = Cement .....-..-...4-----.0-0---- 102.4 = 107.199.4994 938.9 94.2 90.9.3 
of production of metals fuels and Lumber i cdo eanaiahbuasaratennns seme bante 171.4 158.5 155.3 154.4 138.1 131.5 118.4 4 90.1 3 
: 2 . eae Paint and : 
textiles, to illustrate a few major Paint Materials... 108.0 107.8 107.3 106.3 102.2 100.6 = 86.7 82.1 ; 
grove has hie the tobogean ide igen ae 
. =e . tructural Steel _.................. 2 : : i i i 107. Bi 
due primarily to labor controversies G46, Building Material 112.8 105.6 1043-1038 «10156-1038 94.9 (89.5 
and labor shortages. All Building Material............ 126.5 120.0 «117.8 117.1 110.5 110.7 99.6 8985 





In many instances the United 
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The Complete... 
ve up-to-the-minute Handbook 


‘Hospital Planning 


by CHARLES BUTLER, F.A.1.A., and ADDISON ERDMAN, A.I1.A. 


snnouncing. ** Authoritati 
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232 pages... 
size 9x 12 inches... 
illustrated and indexed... 
stiff cloth binding... 
Regular price $15; 
pre-publication price $12, 
if order is received before 
July 15, 1946. 


Scores of Illustrated Case-Studies 


“Hospital Planning’’ presents the plans of fifty-one selected 
modern hospitals . . . represents the creative efforts of 30 archi- 
tects. Includes 32 photographs... 11 site plans... 187 floor 
plans... 38 special unit plans of rooms, wards and depart- 
ments ... Numerous construction details. 


THE AUTHORS—Perhaps no other two authors are so well quali- 
fied by background and experience to write a volume of such 
broad scope and magnitude as those selected for this authori- 
tative and technically difficult work. 


Charles Butler has been closely associated 
with hospital planning throughout his 
broad professional career. As architect or 
consultant, his works include St. Luke’s 
International Medical Center, Tokyo; War 
Demonstration Hospital at Rockefeller 
Institute; Goldwater Memorial Hospital. 


Addison Erdman, holder of the A.I.A.’s 
Langley Fellowship for two successive years, 
is a consultant on hospitals for a number of 
architectural firms. His works include the 
Mobile Hospital Unit for the British Army 
in Egypt, the Private Patient Pavilion, 
Methodist Hospital of Brooklyn. Recently 
appointed as one of the five architects con- 
A sultants for the Veterans Administration. 
HOSPITALS selected for illustration include — Cornell-New York Medical 
Center, New York; Goldwater Memorial Hospital, Welfare Island, New York; 
Methodist Hospital, Brooklyn; General Hospital, Cincinnati; Saint Vincent's 
Hospital, New York; Community Hospital, Battle Creek; Saint Mary’s 
Hospital, Rochester, Minnesota; American Memorial Hospital, Reims, France; 
Mallinckrodt Institute of Radiology, Saint Louis; Royal Victoria Hospital, 
Montreal; Rochester Municipal Hospital, Rochester, New York; Potts Memo- 


ial Hos ital, Livingston, New York; Fort Sill Hospital, Fort Sill, Oklahoma. 


aint Luke’s Hospital, Spokane, Washington; Massachusetts General Hospi- 
' Boston and many more. 
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A Case-Study Analysis of 
Modern Hospitals 


Wich tremendous energy and insight Charles Butler and Addison 
Erdman, distinguished architects and hospital consultants, have 
made a nation-wide survey of the current adaptation of hospital 
architecture to changing practices in hospitalization. 


The fruits of their study are set forth in ‘Hospital 
Planning” — a completely new treatise of present-day 
practices, based on a painstaking study of hundreds of 
institutions from which have been selected fifty-one 
modern hospitals, representing the creative efforts of more than 
thirty architectural firms, for illustration and discussion. 


“Hospital Planning’’ presents a textual summation of the 

outstanding problems in hospital architecture and shows 
how these problems have been met in actual practice. 
Generous use of illustrations, including perspectives, floor 
plans, elevations and photographs, make solutions abundantly 
clear and afford sound, applicable principles for innumerable 
problems to come. 


For Hospital Administrators . . . Superintendents 
--- Doctors... Architects 


This 232-page, fully-illustrated volume, carefully organized for 
both reading and reference, is designed for architects and hospital 
groups alike. It will help trustees, administrators and doctors to 
visualize their problems in terms of their community needs... 
show how others are meeting similar problems . . . provide them 
with a basic. understanding of hospital architecture so that they 
may intelligently. discuss their problems with the architect. 

It will help architects and engineers to learn of the great ad- 
vances made in hospital architecture ...to acquire a working 
knowledge of medical problems and hospital procedure... to 
avoid the many pitfalls which beset the hospital planner. 


Special Pre-Publication Price . . . $12 


You can save $3 by sending your order today. The regular price 
of “Hospital Planning” will be $15. But orders received in 
advance of the publication date of July 15, 1946, will be accepted 
at the special, pre-publication price of only $12. 

So use the convenient coupon below to take advantage of this 
opportunity to save $3. The loa will be sent, prepaid, promptly 
upon publication. 


A FEW of the architectural \7 7 ——— Mail this coupon today = = — — — — 


firms whose works were I 
selected for discussion 1 ARCHITECTURAL RECORD BOOK DEPARTMENT 
and illustration include... 1 119 West 40th Street, New York 18, New York H-J 
Coolidge, Shepley, i 

Bulfinch and Abbott ! Enter my advance order for........ copies of the new, 
Samuel Hannaford & Sons I 1946 edition of “Hospital Planning” by Charles Butler and 
Schmidt, Garden and | Addison Erdman, at the pre-publication price of $12 per 

Erickson | copy. (Regular price $15.) I enclose payment of $......... 
soo mg oad Spearl I 

arles B. Meyers 
pny sd. OR cc aoc akaccacmctettors ca ccde tien hcondancgiod 
Mayers, Murray and Add 

Phillip | SN cy 0 5-aiay Gis ww mar ack Raided ie amen aad area occ" 
Eggers and Higgins | 
Crow, Lewis and Wick OG ee leckeccucnccsveues y eee ee 












PURCHASING 


States was an exporter before the 
war, but today we are dependent to 
an appreciable degree on imports. 
Much-needed import raw materials 
to supplement our own meagre out- 
put in terms of demand are not 
reaching our shores, however, be- 
cause European countries and those 
countries outside the international 
agreements are not letting prices 
stand in the way of obtaining sup- 
plies of metals, hides, wool, oils, 
and such foodstuffs as coffee and 
cocoa. Unless approval is given to 
compete in world markets at world 








prices, the outlook for an adequate 
rate of importation will remain ex- 
ceedingly black. 


COMMODITY PRICE OUTLOOK 

Some time ago we made the statement, 
“Watch commodity prices go up.” In re- 
cent weeks more price activity on the up 
side has occurred in commodity markets 
than at any time since the early stages of 
the war in 1941. The McGill Index now 
stands 86 per cent above the immediate 
prewar level in August, 1939. 

There is nothing of a tangible nature 
that can be singled out which will have 
any important retarding influence on the 
upward swing which is daily gaining more 
and more momentum. The underlying 
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GOVERNMENT SURPLUS 





... approximately 1/3 ies / 


quality fully certified , 





We have obtained from War Assets Corporation a large quantity of 
the excellently made instruments illustrated — we can offer at the 
following very favorable prices, 


3B122G — Kirschner Hand Drill (A), chrome plated body with stainless 
steel chuck, complete with 3 twist drills, sizes }6-, 3¢-, and ¥%-inch, — 
standard price $29.50, special, only........ceceeceeesces $10.00 - 


38123G — Bohler-Steinmon Pin Set, consisting of chrome plated Adjust- 
able Chuck Handle (B), one each stainless steel Bohler-Steinman Pin | 
' Holders (B and C), medium adult and child sizes, standard price $14.50, 


special, only.........+. 


381246 — Special Bone Set, consisting of one each of the above listed 
instruments, standard price $44.00, special, only........+-+--$12.50 








A. S. ALOE COMPANY—1831 Olive St.—St. Louis 3, Mo. 












trend of producing costs under the combi- 
nation of rising wage rates, fuel, prices 
and transportation costs has no alternative 
other than to reach new peaks over the 
closing half of the year. Commodity prices 
will naturally follow suit. Equally impor- 
tant, the new price control act as endorsed 
by the Senate will be minus the sharp teeth 
which were so conspicuous under the old 
act. 

The time will come when our produc- 
tion accomplishments will easily cope with 
the volume of demand and again pur- 
chasing agents will be confronted by a 
buyers’ rather than a sellers’ market. Per- 
haps by the second quarter of 1947 we will 
begin to feel the impact caused by the 
general practice of pyramiding orders 
which bloats and distorts the conception 
of the amount of raw materials that will 
be needed from a long-range standpoint. 
So far as the near-term months are con- 
cerned the tide of inflation is still com- 
ing in. 

Drugs and Chemicals—The steel, coal, 
and railroad strikes had an adverse effect 
upon drugs and chemicals, and weeks 
will elapse before production schedules get 
back to normal. Demand of record-break- 
ing proportions continues. At no time un- 
derestimate the importance of rising pro- 
ducing costs, labor, coal, and transporta- 
tion. The rank and file of drug and chem- 
ical items are subject to definite strength, 
and a protective inventory policy is basic- 
ally sound. 

Paper Products—Increases in paper 
prices may be expected—and it is not only 
the increase in pulp that carries weight, 
but also the underlying trend of chemical 
prices, as well as coal and freight rates, 
is up. Production will chalk up new rec- 
ords provided basic materials are avail- 
able, but this will be matched by a sim- 
ilar stimulation in demand with no im- 
portant inroad made in the backlog of un- 
filled orders. 

Cotton Goods—Despite existing confu- 
sion over OPA and its pricing policies, cot- 
ton goods production has held up remark- 
ably well. Output of 2,400,000,000 yards is 
the estimate for the second quarter of this 
year, but it is questionable whether this 
figure will be reached in view of present 
complications in the labor field. Replace- 
ment demand remains exorbitant and the 
backlog of unfilled orders cannot possibly 
be liquidated except over a period of many 
months. Certainly prices will not be sub- 
ject to any weakness. 

Bituminous Coal—There is no way of 
completely offsetting the loss of nearly 
90,000,000 tons of coal due to the recent 
strike. From a longe-range standpoint we 
predict a definite swing to oil-burning 
equipment, and this is bound to affect the 
coal industry adversely. 

Fuel Oil—Demand has recently increased 
in greater-than-normal seasonal propor- 
tion, resulting in a decline in stocks. This 
can be attributed to the influence of the 
coal strike. In coming months output will 
eclipse demand, but it is important that 
reserves be built up for next winter’s util- 
ization. 
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pure concentrated 


ORANGE and GRAPEFRUIT JUICES 


offer Quality ... . Convenience . ... Economy 


FREE FROM ADULTERANTS, preservatives or fortifiers, their use eliminates wide 
variations in flavor and consistency experienced with average market fruit... as 
Sunfilled presents a unique blending of sweet and sour juices for uniform values. In 
ready-to-serve form, they closely approximate freshly squeezed juice in all nutritive 
and characteristic properties. Of dietary importance, the indigestible peel oil fraction 
has been reduced to but .001%. 


TIME SAVING FACTORS which provide for the elimination of inspecting, cutting 
and reaming of fruit. No handling of cumbersome crates or refuse disposal involved. 
Far less storage and refrigeration space required. 


ECONOMY THE KEYNOTE, high fluctuating market fruit prices may be disregarded. 
No spoilage or shrinkage losses to increase the actual cost per serving ... every ounce 
can be satisfactorily used without waste. 


ce ae. ORDER TODAY and request 


AMERICAN 
ear 18s price list on other Sunfilled quality products 


Mange ft 


CITRUS CONCENTRATES. ING. 


Dunedin Florida 











Now is the time to check your equipment to make sure you are 
ready for any polio emergency. Such equipment should include: 





THE EMERSON 
HOT PACK 
APPARATUS 


It heats, moistens and wrings out packs in two 
minutes! This saves time and gives a more 
even and consistent pack. 

















Another essential is the well known 
EMERSON RESPIRATOR, for long-term respiratory failure. 
For temporary asphyxia, you should have the EMERSON RESUSCITATOR. 


J. H. Emerson Company 
22 COTTAGE PARK AVENUE CAMBRIDGE, MASS. 


Representatives in principal cities 
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It is our contention that in the com- 
petitive battle of fuels which is now open- 
ing up, the scales will tip in favor of oil. 

Gasoline—Demand is holding up at a re- 
markably high level and this is under- 
standable when it is realized that the 
volume of traffic on the highways in April 
was only about 2 per cent below the cor- 
responding month in 1941. Stocks are 
showing a definite decline, which is the 
customary seasonal procedure. 

Moderate price strengthening has been 
in evidence in many sections, and on the 
basis of anticipated decontrol of fuel oil 
and petroleum products a solid price 
structure is clearly indicated over the sum- 
mer and early fall peroid. We continue to 
recommend an _ aggressive purchasing 
policy. : 

Groceries—The food situation will not 
prove critical but at the same time the 
general impression will be one of shortage 
due to regulatory measures, particularly 
as regards wheat and flour. A new harvest- 
ing season is directly ahead, but the United 
States will be called upon to export large 
quantities of staple food products, not only 
for the balance of this year but through- 
out 1947. 

Based on the experience after World 
War I, it will require about five years for 
the entire world to get back on a normal 
basis as far as foodstuff production is con- 
cerned. Prices are on an upward trek, and 
shortly price revisions upward will be ad- 








MONTHLY INDICES FOR HOSPITALS 






June June June June June June June June May June 

1938 1939 1940 1941 1942 1943 1944 1945 1946 1946 
ALL COMMODITIES (1)... 69.6 66.8 69.2 84.1 97.1 103.3 104.3 110.3 116.7 118.2° 
Cee ef eee 71.4 72.2 76.4 88.0 93.8 96.9 100.9 103.9 111.6 112.8" 
Agricultural (1).............-.----- 56.3 56.0 62.0 73.4 88.1 101.1 101.7 106.3 116.2 118.9" 
Bivesteck U0) co ost 75.8 63.8 58.1 87.6 119.2 124.6 118.7 133.2 133.8  135.0° 
[ines by | elected arate lee 73.1 67.6 70.3 83.1 99.3 109.6 106.5 107.5 111.0 111.8" 
Factory Employment (2)... —— 96.5 102.5 132.0 151.0 175.3 168.6 150.5 135.le 138.6¢ 
Pavroue® (2) eS —— 95.5 107.6 170.5 236.2 335.1 339.5 302.5 237.1e 239.5¢ 
Cost of Living (2)................ 100.9 98.6 100.5 104.6 116.4 124.8 125.4 129.0 131.2e 131.7e 


1McGill Index—1926—100 
2Bureau of Labor Index 


Food—1926=100 
} 19397=100 


eEstimated 


*Latest Index (weekly) 





Employment 

Payrolls 

Cost of Living 
vocated for two major commodities—cof- 
fee and cocoa. 

Butter—The extensive price markup 
authorized by OPA should do much to 
encourage a snapback in butter produc- 
tion which so far this year has ruled the 
lowest in about a quarter of a century. 

Cold storage holdings are only a mere 
fraction of the normal complement. .Per 
capita consumption will continue on a 
radically reduced scale for at least another 
eight months. 

Cheese—Here again, higher prices will 
divert considerable milk into the produc- 
tion of cheese. Production has tapered off 
this year and cold storage holdings cur- 
rently stand sharply below the five-year 











damage. 


intact for repeated use. 





Your dealer can supply you 


PROPPER 


made 


silver 


MANUFACTURING CO. Hi 





10-34 44th Drive 
Long Island City 1, N. Y. 


of SERATURE 
WOUND CLIP 


Guperioul 


IDENTIFYING “spurs”: After primary inser- 
tion, compression of spurs permit further 
adjustment for pressure and position te 
insure a more accurate wound closure. Only 
a single forceps is required to painlessly and 
quickly remove the clip with minimum tissue 







DOUBLY REINFORCED: The twofold reinforce- 
ment of the clip provides greater bending 
strength and dependable security in situ. 


INTEGRAL REINFORCEMENT: Effects bend at 
exact center of clip thus insuring accurate 
alignment of teeth. When removal is made 
by simple compression of spurs, clips remain 


SERATURE WOUND CLIPS 





non-corrosive nickel 





sizes in units of 1000, 
100 and 40 elips. 
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of finest 18% 
are available in 


14, 16. 18 


tim. 








FOR DEPARTMENTAL 
LINEN MARKING 


MARKOGRAPH 


MODEL ‘50”’ 
FOR HOSPITALS AND 
INSTITUTIONS 


The Markograph Model ‘'50", designed 
and built to meet the specialized re- 
quirements of hospital and institution 
departmental laundry marking, is unique 
in its chosen field because of its many 
exclusive, patented features. 


Manual, ‘feather touch" operation. Full 
vision setting in one movement. Tilt 
head with positive lock while in oper- 
ating position. Disassembled for inspec- 
tion and cleaning in seconds... and 
without tools. Deep cut, legible charac- 
Designed and built for smooth 
operation and volume marking. Low 
first cost... economical maintenance. 


Write for literature. 
You'll be glad you did. 


average. Inventory reserves represent a 
sound investment. 

Eggs—Although cold storage holdings 
are sharply above average--and this is like- 
wise true in the case of frozen eggs—the 
situation is bound to change in a rather 
radical manner during the closing half of 
the year. The new grain price schedules 
discourage feeding, and laying flocks are 
now being culled at a rapid rate through- 
out the nation. 

This,adds up to a tighter supply situa- 
tion ard.higher prices along seasonal lines 
four to five months hence. Inventories ol 
cold storage eggs for forward consuming 
account are substantiated by the obvious 
underlying economic trends. 

































LAUNDRY MARKING MACHINES 
MARK-RECORDER SYSTEMS 
REPLACEMENT PARTS © SUPPLIES 
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Bargains are rare when unpredictable factors 

are hidden hazards of chance. Be cautious of unseen war 
surplus offerings . . . be sure to get precisely what you 
want... unopened, unused. There’s no gamble and 





you'll save money by buying only new, sterilized, fully 
guaranteed merchandise direct from your regular 
sources of supply. 

For many decades H.I.A. member firms have strived to 
improve equipment, supplies and services so that 
Hospitals might operate more economically and 
efficiently while providing a greater degree of comfort 
and security for their patients. Toward this mutual goal 
H.I.A. has always cooperated with your institution. 


KNOWN BRANDS 
KNOWN QUALITY 
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Fersonal SNews 


EpGar C. HAyuow resigned as superin- 
tendent of the Paterson (N.J.) General 
Hospital to become 
administrator of the 
East Orange (N.J.) 

General Hospital, 

effective August 1, 

succeeding CHARLES 

LEE who has been 

administrator since 

1933- Mr. Hayhow 

was superintendent 

of the Paterson 

General Hospital 

since 1930; from 

1927 to 1930 he did 

private survey work 

and part time teaching at the New York 
University; 1924-27, he was superintendent 
of New Rochelle (N.Y.) Hospital; 1920-24, 
assistant superintendent of the Lenox Hill 
Hospital, New York City; 1919-20, assist- 
ant superintendent of St. Luke’s Hospital, 
New York City; and from 1916-19, as- 
sistant superintendent of Presbyterian 
Hospital. 

Mr. Hayhow is a member of the Amer- 
ican College of Hospital Administrators 
and the New Jersey Hospital Association, 
and has been an active personal member 
of the American Hospital Association 
since 1916. 

N. CoNANT FAXON was appointed direc- 
tor of the Margaret Pillsbury General 
Hospital and the New Hampshire Memor- 
ial Hospital of Concord, effective June 17. 
He will also assume the direction of the 
new Concord Hospital which, although 
still in the planning stages, will eventu- 
ally supersede the two existing institu- 
tions. Mr. Faxon was assistant superin- 
tendent of the Cambridge (Mass.) Hos- 
pital, where he received his training in 
hospital administration. He is a nominee 
of the American College of Hospital Ad- 
ministrators and a member of the Massa- 
chusetts and American Hospital Associa- 
tions. He is the son of Dr. NATHANIEL W. 
FAXON, now director of the Massachusetts 
General Hospital and the Massachusetts 
Eye and Ear Infirmary, Boston. 


JAMEs RussELL CLARK assumed his duties 
as director of the Brooklyn (N. Y.) Hos- 
pital on July 1. Mr. Clark, formerly direc- 
tor of the American Hospital Association 
Wartime Service Bureau in Washington, 
succeeded Dr. WiLtis G. NEALLEY, who 
retired July 1 after 34 years of service. 
Dr. Nealley, who was honored at a dinner 
given by the alumni of the professional 
staff and presented with a silver salver 
and an embossed scroll, has been ap- 
pointed director emeritus of the hospital. 


James M. DANIELs resigned as superin- 
tendent of Rockingham Memorial Hos- 
pital, Harrisonburg, Va., to assume the 
superintendency of the Columbia (S. C.) 
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Hospital. He attended Duke University 
where he finished as a hospital adminis- 
trator in 1936. He remained there until 
1938 as an administrative intern. For two 
years he worked with the Blue Cross Plan, 
which is closely affiliated with the Duke 
Hospital at Durham. Mr. Daniels then 
became superintendent of the James 
Walker Memorial Hospital, Wilmington, 
N. C., which position he held until he 
became superintendent of the Rocking- 
ham Hospital. 


Joun W. Rankin, who has been super- 
intendent of the Tuomey Hospital, Sum- 
ter, S.C., for the last 3 years, has resigned 
to accept the superintendency of the 
James Walker Memorial Hospital, Wil- 
mington, N.C. Mr. Rankin was appointed 
to the first fellowship in hospital adminis- 
tration at the W. K. Kellogg Foundation, 
Battle Creek, Mich. in 1941. In 1942 he 
was appointed hospital administration 
specialist for the U.S. Public Health Serv- 
ice. He is president of the South Carolina 
Hospital Association, secretary of the 
board of directors of the South Carolina 
Blue Cross Plan, and a member of the 
American Hospital Association. 


GERHARD HARTMAN resigned as director 
of the Newton-Wellesley Hospital, New- 
ton Lower Falls, 

Mass., to assume 
the superintenden- 
cy of the University 
of lowa Hospital, 
Iowa City, effective 
July 1. Mr. Hart- 
man also will be 
professor of hospi- 
tal administration 
and in this aca- 
demic rank will 
head a professional 
training program. 
He succeeded Ros- 
ERT E. NEFF who is now superintendent of 
the Methodist Hospital, Indianapolis, Ind. 


Mr. Hartman began his hospital admin- © 


istration career in 1932 at the Columbia- 
Presbyterian Medical Center, New York 
City. He also served on the hospital ad- 
ministration faculty of the University of 
Chicago and has held important assign- 
ments as financial statistician in New 
York City and Washington, D.C. 

From 1937 to 1942 he was executive 
secretary of the American College of Hos- 
pital Administrators, Chicago, and since 
1942 he has been director of the Newton- 
Wellesley Hospital. Mr. Hartman has 
written extensively for hospital journals. 
He is a member of the American College 
of Hospital Administrators and the Amer- 
ican Hospital Association. 


Rospert W. GLOMAN has assumed his 
duties as superintendent of the Wilkes- 
Barre (Pa.) General Hospital, succeeding 


dl 

ELMER E, MATTHEws who has retired after 
serving as administrator for the past go 
years. From 1929 to 1936 Mr. Gloman was 
assistant to the superintendent and secre- 
tary to the board of trustees of Nanticoke 
State Hospital. For the past 10 years he 
has been superintendent of Wyoming Val- 
ley Homeopathic Hospital. 

He is a member of the American Col- 
lege of Hospital Administrators, secretary- 
treasurer of the Hospital Administrators 
Council of Luzerne County, has been 
president of the Northeastern Section of 
the Hospital Association of Pennsylvania, 
and was recently elected treasurer of the 
Hospital Association of Pennsylvania, suc- 
ceeding Mr. Matthews, who held that post 
for 25 years. Mr. Gloman was one of the 
original committee which founded the 
local chapter of the Blue Cross Plan. 

MARTHA SAWOKIN is superintendent of 
the Condell Memorial Hospital, Liberty- 
ville, Ill. She was at the Libertyville Hos- 
pital before joining the U. S. Army Nurse 
Corps two and one-half years ago. She 
served with the 100th General Corps and 
saw duty in England and France and 
held the rank of captain. 

FREDERICK T. MUNCIE, comptroller of 
St. Luke’s Hospital, Chicago, and a mem- 
ber of the hospital staff since 1929, has 
resigned to enter the field of public ac- 
counting, specializing in hospital prob- 
lems. Mr. Muncie has been on the faculty 
of a number of Association accounting in- 
stitutes, and has been active on various 
committees working toward the improve- 
ment of hospital accounting. 


MABEL FoRTHMAN has resigned as super- 
intendent of the Reid Memorial Hospital, 
Richmond, Ind., effective September 1. 
Miss Forthman came to Reid as assistant 
superintendent in 1923, assuming the 
superintendency in 1927. 


J. C. Byrp, formerly assistant superin- 
tendent of Southern Baptist Hospital, 
New Orleans, is director of the Tallahas- 
see (Fla.) Baptist Memorial Hospital. 


H. J. MouLer, president of the Missouri 
Pacific Hospital Association, St. Louis, re- 
ceived the annual Hospital Council Com- 
munity Service Award for 1946 on June 
10. The award was made by Florence 
King, superintendent of the Jewish Hos- 
pital and chairman of the council’s pub- 
licity committee. 

The award is made annually to the in- 
dividual or organization making the great- 
est contribution to community health dur- 
ing the year. Mr. Mohler was selected for 
his work as a member of the Mayor's 
Health Committee which surveyed all city 
hospitals and recommended changes for 
more efficient operation of these institu- 
tions. He will continue to serve as per- 
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They may argue about 
politics or personalities, but on the 
subject of soap for patient care— 
hospital superintendents, purchas- 
ing agents and nurses are in com- 
plete accord. Yes, all three agree on 
C.P.P.! They know from expe- 
rience that Colgate-Palmolive- 
Peet has a soap to fit every need— 
to please every patient. 














COLGATE’S FLOATING SOAP is 
made specially for hospital use. 
Its purity, mildness and economy 
meet the most exacting hospital 
requirements. 


CASHMERE BOUQUET is a big 
favorite in private pavilions be- 
cause women like the delicate per- 
fume of this hard-milled luxury 
soap. 


Everybody likes PALMOLIVE! 
It meets the highest hospital 
standards in purity—a favorite 
with patients and nurses alike! 


< 


Call in your local C.P.P. representative and ask him to quote you 
prices on the sizes and quantities you need, or write direct to: 


COLGATE-PALMOLIVE-PEET COMPANY 


*SRSEY CITY 2,N. J, © ATLANTA 3, GEORGIA ¢ CHICAGO 11, ILLINOIS » MILWAUKEE 4, WISCONSIN e¢ KANSAS CITY 3, KANSAS ¢ BERKELEY 2, CALIFORNIA 
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sonal advisor to Mayor Kaufmann on hos- 
pital matters. 

Mr. Mohler served as president of the 
Hospital Council for the past five years 
and is president of the Missouri Hospital 
Association. 


MAURICE W. JACKSON, on his release 
from active duty as medical registrar and 
personnel officer of 
U. S. Army Hos- 
pital Ship “Aleda 
E. Lutz,” assumed 
the duties as assist- 
ant administrator 
of The Queen’s 
Hospital, Hono- 
lulu, T. H., where 
GusTaF W. OLSON 
has been adminis- 
trator for the past 
ten years. Prior to 
military service Mr. 

Jackson was assist- 

ant steward for five years at the Grafton 
State Hospital of the Massachusetts De- 
partment for Mental Health. Mr. Jackson 
was commissioned in the Medical Admin- 
istrative Corps in 1943 and after 18 
months of duty as training officer for a 
1,000-bed overseas general hospital organi- 
zations he was assigned to the unit from 
which he was separated with the rank of 
captain. 


Under a new administrative setup at 
the Miami Valley Hospital, Dayton, Ohio, 
LESLIE RINGELSPAUGH is associate director; 
MINETTE SCHAFER, director of nurses; 
Ropert A. Carney, comptroller; H. G. 
Hiccins, Jr., auditor; Homer W. Loar, 
credit manager, and JAck K. MARSHALL, 
personnel manager. 

Mr. Ringelspaugh came to the hospital 
as auditor in 1940;. he was appointed 
comptroller in 1942 and held this posi- 
tion until 1943, when he was appointed 
assistant to the director. 

Miss Schafer has been with the hos- 
pital since 1940 and has served as ward 
teacher, instructor in medical and sur- 
gical nursing and assistant director of 
nurses in charge of education. 

Mr. Carney was associated with the 
treasurer’s department of the National 
Cash Register Company until October 
1941, when he came to the hospital as 
auditor. 

Mr. Higgins, who joined the Navy in 
May 1943 and was assigned to New Or- 
leans as supply officer, came to the hos- 
pital to learn hospital administration 
upon his discharge in February. 

Mr. Loar became associated with the 
hospital in January after having served 
three years and eight months in the 
meteorological service of the Army Air 
Corps. Prior to enlistment he was affiliated 
with the Beneficial Industrial Manage- 
ment Corporation of New Jersey. 

Mr. Marshall had 40 months in service, 
31 of them overseas with the Eighth Air 
Force. Previously he had been employed 
in the personnel department of the Good- 
year Aircraft Corporation in Akron. 


LouIsE STEPHENSON has assumed her 
duties as director of nutrition of the New 
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York (N. Y.) Hospital. Miss Stephenson 
succeeded Doris ANN BoyLe, who had 
been acting head of the department since 
MARGARET GILLAM resigned earlier this 
year to become dietary consultant of the 
American Hospital Association. 

Miss Stephenson resigned as chief dieti- 
tian of the Westchester County Depart- 
ment of Public Welfare’s Grasslands Hos- 
pital near White Plains (Valhalla, N.Y.) 
to accept her new post. She taught at the 
University of Washington, Seattle, and at 
Presbyterian Hospital, New York City, in 
addition to administrative duties, prior to 
her affiliation with Grasslands Hospital in 
1942. She is a member of the American 
Dietetic Association, New York State 
Dietetic Association, and Greater New 
York Dietetic Association. 


Homer A. Rew has been appointed 
comptroller of Menorah Hospital, Kansas 
City, Mo. Mr. Reid served as auditor for 
the Presbyterian Hospital, Chicago, and, 
more recently, chief accountant of the 
Illinois Central System Hospitals. 


Watrer H. CoMEE has been appointed 
director of personnel, Rhode Island Hos- 
pital, Providence. Mr. Comee, a graduate 
of Colgate University, was personnel man- 
ager for the southern division of H. P. 
Hood & Sons, Inc., with whom he had 
been associated since 1939. He has been 
active in the Personnel Executive Club 
of the Providence Chamber of Commerce. 


James A. DENT, a captain in the Med- 
ical Administrative Corps since May 1942. 
became superinten- 
dent of the High- 
land Park (IIl.) 

Hospital on June 8. 

Mr. Dent succeeded 

MARjorIE M. IBSEN 

who retired after 

twenty-five years of 

service. Mr. Dent, 

a graduate of the 

University of Kan- 

sas, formerly held 

the positions of as- 

sistant superintend- 

ent of University of 

Kansas Hospital, Kansas City, and pur- 
chasing agent of the Waterbury (Conn.) 
Hospital. 


Dr. RALPH SCHWARTZ has assumed the 
duties of administrative assistant at Beth 
Israel Hospital, N. Y. C. A former intern 
of the hospital, Dr. Schwartz was recently 
discharged from the Army Medical Corps 
after serving 45 months with the Second 
Armored Division. He was awarded the 
Silver Star Medal for gallantry in action 
in Normandy in July 1944. 


GLEN CLASEN has joined the staff of 
James A. Hamilton & Associates, New 
Haven, Conn. Prior to his war service in 
the Navy, he was assistant director of the 
University Hospitals of Cleveland, with 
which hospital he was associated for ten 
years. 


Frances A, ANDERSON, who for the past 
ten years was assistant director, has as- 


sumed her duties as director of nurses at 
Woman’s Hospital, Detroit. 


Don E. FRancke, chief pharmacist at 
University Hospitals, Ann Arbor, Michi- 
gan, has been elected president of the 
Michigan branch of the American Phar- 
maceutical Association. 


Dr. D. W. GriFFIN, superintendent of 
the Central State Hospital, Norman, Okla., 
since territorial days, was honored at a 
dinner given by the Cleveland County 
Medical Society and the Ladies Auxiliary. 
Dr. Griffin came to the hospital as resi- 
dent physician on October 8, 1899, after 
his graduation from the medical college 
of the University of Virginia. He became 
superintendent in 1910. 


Cot. I. HERBERT SCHEFFER, M.C., has 
been named by France a Chevalier of the 
Order of Public Health for services ren- 
dered in the Paris district after the over- 
throw of the Vichy regime. Prior to the 
war, Colonel Scheffer was medical super- 
intendent of Metropolitan Hospital, New 
York City. 


Anne C. M. NELSON has resigned as 
executive director of the Lutheran Memo- 
rial Hospital (formerly the Newark Me- 
morial Hospital), Newark, N.J. 


Deaths 


J. J. Weper, who had been administra- 
tor of the Vassar Brothers Hospital, 
Poughkeepsie, N. Y., from June 1, 1929 
until Dec. 1, 1945, died in the hospital on 
May 16. He served as executive secretary, 
Committee on Hospitals, State Charities 
Aid Association, New York City from 
1914 to 1918; associate director Boston 
Dispensary and Children’s Hospital, 1918- 
19; editor of Modern Hospital, Chicago, 
1919-25; and superintendent of Grace 
Hospital, New Haven, Conn., from 1925 
to 1929. 

Mr. Weber was a fellow of the Ameri- 
can College of Hospital Administrators, 
and a member of the Hospital Association 
of Northeastern New York, New York 
State Hospital Association, and the Ameri- 
can Hospital Association. He served as 
president of the Connecticut Hospital 
Association in. 1928, and was the author 
of a book, “First Steps in Organizing a 
Hospital.” 


Louis J. FRANK, retired superintendent 
of Beth Israel Hospital, New York City, 
passed away at the hospital on June 5. 
Mr. Frank retired in 1937 after serving 
gl years as superintendent of the hos- 
pital, during which time he took a major 
part in the erection of the present 500- 
bed institution. 

Mr. Frank was the author of many ar- 
ticles in medical and hospital journals on 
various phases of hospital work. He was a 
member of the American College of Hos- 
pital Administrators, the American Public 
Health Association, and the American 
Hospital Association. 
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